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Editorial 


NEXT ANNUAL MEETING OF THE ILLI- 
NOIS STATE MEDICAL SOCIETY 


May 8 to 11, 1928 
NEW STEVENS HOTEL, CHICAGO 


The seventy-eighth annual meeting of the IIli- 
nois State Medical Society will be held in Chi- 
cago, May 8 to 11, 1928, in the new Stevens 
Hotel, which is the largest hotel in the world. 
On account of the character of the conference 
this year, it is thought advisable to extend the 
time to four days instead of three days. 

As a combination clinical and scientific ses- 
sion, clinies will be held at the new medical units 
of the University of Chicago, of Northwestern 
University, and of the University of Illinois, and 
at the Cook County Hospital. All scientific and 
general programs will be at the Stevens Hotel. 

Exhibits will be at the hotel, including many 
scientific displays and demonstrations, as attrac- 
tive features. 

Invitations have been sent to the physicians of 
states adjoining Illinois, such as Michigan, Wis- 
consin, Towa, Missouri and Indiana, all adjacent 
to Illinois, and this insurances a record-breaking 
attendance. General hospital clinics will be ar- 
ranged for both Monday, May 7, and Saturday, 
May 12, and during the session for a full week 
of clinics. 

Officers of the five sections are anxious to get 
in touch immediately with members from both 
the Chicago Medical Society and the downstate 
societies who desire to read papers at the meet- 
ing. 

Elsewhere in this issue is a preliminary out- 
line of the program of some of the sections. 

It will be noticed that the programs this year 
will be conducted somewhat differently from 
those of former years. 

The seventy-eighth meeting should be the ban- 
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ner convention in the history of the State So- 
ciety. 





PAPERS FOR THE 1928 ANNUAL MEET- 
ING, ILLINOIS STATE MEDICAL 
SOCIETY 

Owing to the fact that the 1928 meeting will 
be held in Chicago, May 8 to May 11, with a 
clinical program being arranged, it has been de- 
cided that the majority of the scientific papers 
presented in the various Sections should be pre- 
sented by down-state members. At this time, 
only a few members have asked to be placed 
on the programs. 

Because of the fact that the meeting this 
year comes earlier than usual, it will be neces- 
sary to have programs completed by the last of 
March. An appeal is made at this time to the 
down-state men to get in touch with the officers 
of the Sections if they desire to present papers. 

Plans are being made which will undoubtedly 
make the 1928 session the greatest in the history 
of the Society. Commercial exhibits will be 
better and far more numerous than at any pre- 
vious meeting, 

Scientific exhibits are being arranged by the 
Chairman of the Committee on Scientific Ex- 
hibits, Dr. J. P. Simonds, 303 East Chicago 
Avenue, Chicago. The large medical schools 
will be represented, as will also be many other 
organizations and institutions. 

It is hoped that all men desiring to present 
papers at the meeting, in any of the Sections, 
will get in touch with officers of the Sections at 
once, 

The Section officers are as follows: 

Section on Medicine 

J. L. Sherrick, Chairman, Monmouth, Illinois. 

N. 8. Davis, IIT, Secretary, 952 North Michi- 
gan Blvd., Chicago. 

Section on Surgery 

J. R. Harger, Chairman, 25 Hast Washington 
St., Chicago. 

Karl D. Wise, Secretary, Champaign, Illinois. 

Section on Eye, Ear, Nose and Throat 

(. F. Yerger, Chairman, 4458 West Madison 
St., Chicago. 

Walter Stevenson, Secretary, Quincy, Illinois. 

Section on Public Health and Hygiene 

A, A, Crooks, Chairman, Peoria, Tllinois. 
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E. W. Mosley, Secretary, 3325 Lincoln Ave., 

Chicago. 
Section on Radiology 

Harold Swanberg, Chairman, Quincy, Illinois. 

E. G. C. Williams, Secretary, Danville, Illinois. 

It is hoped that many members of the So- 
ciety will get in touch with the above officers of 
the Sections, and arrange to present papers at 
the best meeting ever held by any state medical 


society. 
Haroitp M. Camp, M. D., 


Secretary, Illinois State Medical Society. 





MAKE HOTEL RESERVATIONS EARLY 

The seventy-eighth annual meeting of the Illi- 
nois State Medical Society will be held at the 
Stevens Hotel, Chicago, May 8 to 11, 1928. 

In anticipation of the largest and best meet- 
ing in the history of the Society, the committee 
on arrangements has inaugurated extensive prep- 
arations for the meeting and entertainment of 
visiting physicians and their families. 

The committee on hotel accommodations urges 
that reservations for the meeting shall be made 
early. 

The Stevens Hotel, Society Headquarters, 
Michigan Boulevard, between Seventh and 
Righth Streets, Chicago, will house the scientific 
as well as the exhibition features of the meeting. 

Reservations should be made directly with the 
Hotel Stevens. 

Below is an outline of the cost of rooms and 
cf meals at the Stevens. 

THE STEVENS ROOM RATES 
Extra Value Without Extra Cost 


Number Single Double 
of Rooms Rate Rate 
263 $ 3.50 $ 5.00 
1242 4.00 6.00 
943 5.00 7.50 
278 6.00 9.00 
18] 7.00 10.00 
93 10.00 15.00 


Fixed-price meals: 
JAPANESE LUNCH ROOM 
Breakfast, 45c; luncheon, 65c; dinner, $1.00 
COLCHESTER GRILL AND OAK ROOM 
Breakfast, 60c and %5c; luncheon, 85c; dinner, 
$1.50; Sunday dinner, $2.00. 
MAIN DINING ROOM 
Luncheon, $1.25; dinner, $3.00 per person. 
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A la carte service is available in all restaurants 
at all meals. 





A FEW FACTS ABOUT THE STEVENS HOTEL 

The Stevens Hotel, which will be convention head- 
quarters of the Illinois State Medical Society, May 
8 to 11, 1928, is the world’s largest and greatest hotel, 
occupying the entire block on Michigan Boulevard 
between Seventh and Eighth Streets. The hotel over- 
looks Grant Park and Lake Michigan. 

An investment of $27,000,000 in ground, structures 
and surroundings is represented. There are 3,000 
rooms each with bath, circulating ice water, closet, 
outside light and air. 

The Stevens rises twenty-five stories above the 
ground with a four-story tower above and five base- 
ment levels below. Four entire floors are given over 
to public use and service. These contain dining rooms, 
restaurants, lobbies, lounge rooms, ball rooms and 
shops. 

The Stevens is recognized as having the largest and 
most beautiful ball room in the world, equipped with 
motion picture screen and every facility for dinners, 
meetings, dances and spectacles, including a theatrical 
dimmer board by which every conceivable chromatic 
lighting effect can be produced. 

There are seven ball rooms in The Stevens Hotel 
and nine private dining rooms with seating capacity 
from twenty-five to one hundred in each. One hun- 
dred rooms on the fourth floor can be used for com- 
mittee meetings or displays and range in seating 
capacity from twenty-five to one hundred fifty persons. 
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The power plant of The Stevens is the largest 
privately owned utility of its kind in the world and 
is equipped with generators capable of producing 
3,200 electrical horsepower—sufficient for the indus- 
trial and domestic needs of a community of 60,000 
people. 

The Stevens has the world’s largest check room 
with accommodations for 3,200 guests in addition to 
restaurant and various floor check rooms which fur- 
nish accommodations for several thousand more. 

The house surgeon has a completely equipped two- 
ward hospital and operating room. 

The Stevens has its own ice cream factory, its own 
laundries, its own candy factory, printing establish- 
ment and power plant. And also, it has a circulat- 
ing library of 25,000 volumes. 

The site alone cost $6,000,000. 

The carpets cost $600,000. 

Sixty carloads of mattresses are used in the hotel 
and four carloads of glassware. 

The silverware filled three freight cars. The hol- 
low-ware alone weighed 43,576 pounds. 

A 101-foot reservoir stores water for bathing and 
drinking purposes. 

From the roof garden promenade the cliffs and 


dunes of Michigan can be seen. 
The lounge, carpeted with the three largest Saruk 


rugs in all the world, is furnished at a cost of more 
than $200,000, 


The grand ball room can seat 4,000 guests. 
An army of 2,500 employes is necessary to keep 


up the service. 














Stevens Hotel, Headquarters for the 1928 Annual Meeting of State Society 
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Fourteen passenger elevators carry an aggregate 
of 224 guests at a time. 

The telephone switchboard system is capable of 
receiving and transmitting calls sufficient for a city 
of 15,000. 

The refrigerating plant has a capacity of 300 tons 
of ice daily. 

The ice cream factory can produce 120 gallons 
of ice cream an hour, while the candy factory can 
satisfy the appetites of 15,000 small boys. 

During the first month of its operation a banquet 
was served to 4,700 people at one seating in record 
time. 

The laundry, operated on a weekly schedule, could 
care for the wants of a community of 60,000 people. 





COMMITTEE ON ARRANGEMENTS FOR 
1928 ANNUAL MEETING 

The Illinois State Medical Society should 
have in the annual meeting, at Chicago, May 
& to 11, 1928, the best meeting and the largest 
attendance that any State Medical Society has 
ever had. Plans have been under way for sev- 
eral months. In order that they may be carried 
out to the best advantage, each member of the 
Society should cooperate with the committee on 
urrangements, and the officers of the Society. The 
committee on arrangements is here given: 

Nathan S. Davis, III, 952 North Michigan 
Bivd., Chicago. General Chairman. 

G. Henry Mundt, 25 East Washington Street, 
Chicago. Ex-officio member. 

A. G. Bosler, 720 West G1st Street, Chicago. 
Ex-officio member. 

R. R. Ferguson, 4175 Irving Park Blvd., Chi- 
cago. Chairman of Publicity Committee. 

J. S. Nagel, 25 East Washington Street, Chi- 
cago. Ex-officio member. 

S. J. MeNeill, 4802 North Robey Street, Chi- 
cago. Ex-officio member. 

Frank R. Morton, 910 South Michigan Ave., 
Chicago. Chairman, Committee on Meeting 
Places. 

Irving S. Cutter, 303 East Chicago Ave., Chi- 
cago. Chairman, Committee on Clinical Sec- 
tion Meetings. 

P. TH. Kreuscher, 30 North Michigan Ave., 
Chicago. Chairman, Committee on Pre and 
Post Session Clinies. 

William S. Bougher, 6706 South Green St., 
Chairman, Committee on Informa- 


Chicago. 
tior and Hotels. 

I. A. Abt, 104 South Michigan Ave., Chicago. 
Chairman, Committee on President’s Dinner. 
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Harry M. Hedge, 30 North Michigan Ave., 

Chicago. Chairman, Entertainment Committee. 
H. G. Wells, 1233 East 56th Street, Chicago. 

Chairman, Committee on Scientific Exhibits. 

Emmet Keating, 2758 Fullerton Ave., Chi- 
cago. Chairman, Committee on Registration. 

W. A. Pusey, 7 West Madison Street, Chicago. 
Treasurer, Committee on Arrangements. 

W. H. Holmes, 30 North Michigan Ave., 
Chicago. Secretary, Committee on Arrange- 
ments. 

F’. O. Frederickson, 4700 Sheridan Road, Chi- 
cago. Chairman, Committee on Commercial 
Exhibits. 

Members of the Society having suggestions 
of interest, are requested to report these to the 
rspective chairmen, or to the General Chairman. 
Such suggestions will be carefully considered, 
towards an effective handling of the program. 





TENTATIVE SCHEDULE SECTION ON 
MEDICINE, ANNUAL MEETING OF 
THE STATE MEDICAL SOCIETY 

At the meeting of the Illinois State Medical 
Society, May 8 to 11, 1928, there are to be two 
scientific programs of the Section on Medicine, 
one Tuesday afternoon, May 8, and one Friday 
morning, May 11, which are to be held at the 
Stevens Hotel. There are to be five clinical meet- 
ings of the Section: Wednesday morning at 
Northwestern University Medical School, 
Wednesday afternoon at the University of 
Chicago Medical School on the Midway, Thurs- 
day morning at the Cook County Hospital, 
Thursday afternoon at the University of Illi- 
noise Research and Educational Hospital, 
and Friday afternoon at the Loyola University 
Medical School Clinic at Mercy Hospital. The 
programs of the clinical section meetings are to 
be presented by the university faculties and hos- 
pital staff members. It is the desire of your sec- 
retary to have the scientific programs presented 
by members of the Society who do not belong to 
the Chicago Medical Society, excepting those 
given by the Section’s guests who are to be Dr. 
Fred M. Smith of Iowa City and Dr. Charles 
P. Emerson of Indianapolis. There will be eight 
or ten papers presented before the Section in 
addition to these two and each paper will be 
limited to 20 minutes. To date, your secretary 
has received but two requests to present papers 
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from men not members of the Chicago Medical 
Society and eight or ten from members of the 
Chicago Medical Society. 

Will members of the Section kindly communi- 
cate at once with the secretary, N. S. Davis II], 
953 N. Michigan Ave., Chicago, if they wish to 
present papers? Papers on neurology and psy- 
chiatry, pediatrics, dermatology and the medica! 
aspects of pregnancy and the puerperium are 
especially requested, as there are no separate sec- 
tions for those subjects, in addition to papers on 
internal medicine. 





PROGRAM OF THE SECTION ON EYE, 
EAR, NOSE AND THROAT, ANNUAL 
MEETING OF THE STATE 
MEDICAL SOCIETY 


Monday, May 7%, 1928—Morning and after- 
noon, hospital clinics; evening, Eye, Ear, Nose 
and Throat Section banquet. ; 

Tuesday, May 8, 1928—Morning and after- 
noon, hospital clinics; evening, general open 
meeting. 

Wednesday, May 9, 1928—Morning and after- 
noon, scientific program; evening, president’s 
banquet oration on surgery; stag. 

Thursday, May 10, 1928—Morning, Univer- 
sity of Chicago; 5 P. M., oration on medicine; 
evening, college and class reunions. 

Friday, May 11, 1928—Morning and after- 
noon, Northwestern University. 

Saturday, May 12, 1928—Morning and after- 
noon, University of Illinois. 





PRELIMINARY PROGRAM 
SURGICAL SECTION, ILLINOIS STATE MEDICAL 
Society, May 8 to 11, 1928 

Chicago members will be limited to clinical 
demonstrations as provided for below: 

Downstate members will have the privilege of 
furnishing all the didactic papers except the two 
invited guests. 

Members will be afforded an opportunity of 
inspecting the great medical institutions on the 
days when each furnishes the clinical demon- 
strations. 

Tuesday, May 
papers at hotel. 


8: Afternoon: Reading of 
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Wednesday, May 9: Morning: Reading of 
papers at hotel. 

Afternoon: Northwestern University clinical 
demonstrations by members of the faculty. 

Thursday, May 10: Morning: University of 
Illinois clinical demonstrations by members of 
faculty. 

Afternoon: Cook County Hospital Clinical 
demonstrations by members of staff. 

Friday, May 11: Morning: University of 
Chicago clinic demonstrations by faculty. 

Afternoon: Loyola University at Mercy Hos- 
vital by members of staff. 





OUR CONTRIBUTION TO THE ECONOMIC 
SIDE OF MEDICINE 

Because the scientific side of the medical pro- 
fession is capably cared for by the contributors 
to the ILLINOIS MEpIcAL JouRNAL, it would ap- 
pear to be one of the paramount duties of the edi- 
tor to devote a large amount of space to calling 
attention to the importance of the economic 
side. 

Medicine is the most unselfish of the scientific 
professions. 

As a consequence few doctors pay any atten- 
tion to economic questions until they find them- 
selves landed high and dry. 

The very nature of the task of being a good 
hysician deprives a man of the faculty for even 
keeping half an eye open to guard against selfish 
impositions that are the daily bread of the pro- 
Day after day doctors are called upon 
Perhaps 


fession. 
to perform miracles and doctors do so. 
it is not unnatural that a large percentage of 
the population should come to feel that if a man 
possesses this superhuman skill that he is pos- 
sessed also of some magical way of dealing with 
the common problems of mortality. The idea 
seems to be to wish upon a doctor all the handi- 
caps imaginable and then to tell him to get 
results in the face of handicapping legislation, 
anpaid bills to him but ever promptly presented 
ether bills to pay; the overpaid nurse, lay dicta- 
tion, free clinics for persons able to pay and the 
like. Some day some philanthropists will hit 
upon the scheme of endowing the doctor instead 
of endowing schemes and plans for robbing the 
doctor of the substantials from which he must 
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draw the foundation upon which to erect his 
temple of service to the community. Nor are 
we alone in our ideas on this point. Let quota- 
tion at length in this respect be made from an 
esteemed contemporary to the effect that 

“By some of our readers it may be thought 
that we are harping too much on the economic 
phase of the practice of medicine. We fully 
recognize that the medical profession as a whole 
is shamefully imposed upon. A good percentage 
of the members of the profession in their strug- 
gle for a living income are in contact with op- 
stacles of their own creation. The high cost of 
living affects the medical man as it affects every- 
one else, but he does not seem to recognize the 
necessity of meeting these conditions by changes 
in business methods or practices which have 
existed for half a century. With a view to 
stimulating the individual physician to mend his 
ways and look upon his work as a means for 
securing a decent living and a competence for 
his old age, as well as being of humanitarian 
service, and to encourage the medical profession 
as a whole to create a better economic position 
for itself, we keep harping on the subject. 

“A well known and busy public accountant is 
authority for the statement that many people 
apparently in moderate circumstances have sub- 
stantial savings accounts and whenever sick, use 
the incident as a basis of delay in the payment 
of obligations and for seeking either a marked 
discount of the bill for medical services or do- 
nation of the entire account. 

“Some people secure such service and pride 
themselves on their ability to secure concessions. 
Many doctors who are waiting upon a patron for 
the payment of a long standing account or who 
perhaps have settled with that patron for con- 
siderably less than fifty cents on the dollar, have 
been surprised to see that same patron blossom- 
ing out with a new and expensive touring car 
and note that the members of the family~always 
wear the latest style in clothes. 

“Medical men as a class never will be Shy- 
locks in exacting the pound of flesh, but as a 
class they owe it to themselves to show a little 
backbone in adopting business-like methods in 
securing just compensation for their services and 
as prompt payment as is secured by the mer- 
chant or anyone engaged in any other line of 


work.” 
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CHICAGO MEDICAL SOCIETY AND ILLI- 
NOIS STATE MEDICAL SOCIETY 
GIVE UNAPPROACHABLE ECO- 
NOMIC SERVICE TO 
PHYSICIANS 

Distinct and unapproachable economic and 
legislative service is given the thousands of 
physicians in Illinois by the Llinois State Med- 
ical Society, and the Chicago Medical Society, 
as well as other component parts of the state 
and county societies, to such an extent that the 
well-versed man wonders what in the world the 
so-called “service promises” can be of the “Chi- 
cago Phyisicians Economic League” that is en- 
deavoring to organize the doctors through the 
racketeer route, claiming that no economic serv- 
ice is offered by the legitimate organizations. 

In the face of such falsity of attack it is well 
to epitomize briefly some of the unconscious 
benefits that have accrued to the profession from 
the various specific committees of the Chicago 
Medical Society and the Illinois State Medical 
Society and that have, so to speak, continued 
“to toil upward in the night.” 

Apart from those immeasurable legislative 
benefits, the protection of which, the rank and 
file in many instances seems to take for granted, 
the ethical and legitimate and mutual organ- 
izations provide even more excellent facilities 
than does the new organization for that one fea- 
ture on which the appeal of the Chicago Physi- 
cians Economic League seems to pivot,—that is, 
the promised collection of all the slow or bad 
debts on the ledgers of any physician who will 
join their league. 

Since this collection idea seems to be the allur- 
ing tidbit and the great desideratum for join- 
ing the Chicago Physicians Economic League, 
it may be as well at the outset to dispose of 
claims made in this direction by stating a few 
truths. 

Propagandists for the Chicago Physicians 
Economic League assert that this league is going 
to collect all of any doctor’s bad bills, and other- 
wise generally as a citizen and business man 
permit him to ride high and handsome as well 
as to progress faster in his profession, since these 
sordid details are removed from his mind. In 
return for such business benevolence the Chi- 
cago Physicans Economic League asks merely 
an initiation fee of $5.00 per capita, that will 
be supplemented later on by a graded scale of 
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fees for all collections made, and made by their 
own methods and at a minimum fee of twenty- 
five per cent. 

Public records show the business manager of 
the league to have been involved so deeply in 
certain matters as to inspire a doubtful con- 
fidence in his discretion, and the stability of his 
enterprise, especially when viewed from the 
eihical standpoint of the medical profession. 

No doctor can afford to lose his bad accounts. 
T'o combat this evil already the Chicago Medical 
Society has adequate arrangement. Over a 
year ago contract was made with a nationally 
known ethical concern, bonded by one of the 
famous surety companies—the Fidelity and Cas- 
ualty Company of New York—actually to per- 
form efficiently the service promised by the Chi- 
cago Physicians Economic League, and to do so 
under absolutely ethical conditions and at a 
minimum expense to the physician. A con- 
tingent fee only is charged for the collection 
feature. Safeguard of the physician’s rights 
arising from any possible impositions made by 
the collection agency is contained in the afore- 
mentioned contract to the extent of a bonding 
amount of $5,000. Further, this contract pro- 
vides that in event of any controversy a board 
of arbiters shall be appointed, the entire person- 
nel of which shall be appointed by the Chicago 
Medical Society in accordance with the provi- 
sions of the contract with the collection agency, 
and further, the findings of this board of arbi- 
ters shall be accepted as the final decision by the 
collection agency. Further, that under no cir- 
cumstances will any appeal to outside authority 
or to the courts be made by the collection agency. 

And further, THE PHYSICIAN GETS 
THIS GILT-EDGED SERVICE WITHOUT 
THE EXPENSE OF ANY INITIATION 
FEE. 

As a result of foresight and hard work, the 
organized profession of the state prevented the 
enactment of the notorious Sheppard-Towner 
Bill, six years ago, in so far as the State of 
Illinois is concerned. At its recurrence for con- 
sideration four years ago, this bill was again 
repelled as it never reached a vote. Again two 
years ago, so influential had the organized pro- 
fession become that its sponsors held that “dis- 
cretion was the better part of valor” and after 
due deliberation, did not re-introduce their bill. 

There were only five states with sufficient 
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foresight to turn down this nefarious legisla- 
tion. Illinois can take pride in being one of 
the five. The five states are Connecticut, Illinois, 
Kansas, Maine and Massachusetts. Again three 
years ago, in the Illinois General Assembly, 
nearly fifty bills of a detrimental medical na- 
ture were introduced. Not one was written on 
the Statute books. Again one year ago, in the 
Illinois General Assembly, fifty-one bills of a 
detrimental medical nature were introduced. 
Not one was written on the Statute books. 

No other state in the Union can show such a 
record. It stands for pre-eminent organization 
service to membership. 

For twenty years the organized profession of 
the state has kept watch and ward over the in- 
terests of the profession. If equivalent service 
had been rendered in Washington we would not 
now be suffering national legislative handicaps. 
From the perfection of the Medical Practice Act 
in 1923 to the present day, continuous service 
has been given the physicians of the state of 
Illinois by their organizations. During the 
past twenty years the fight has included the 
overthrow of some almost incredibly favorable 
laws for quacks and charlatans. No other state 


has been so successful in such prevention of vi- 


cious medical legislation. Illinois comes nearer 
than any other state in the Union, of possessing 
one standard for entrance into the practice of 
medicine. Illinois is not afflicted with especial 
hoards, conditions and the like, by which the 
inept traffic in human life, nor are its ethical 
doctors humiliated by having to sit on the same 
boards with quacks, and representatives of vi- 
cious cults. 

Referring again to the Medical Practice Act 
in Illinois, it is one of the most capable pieces 
of legislation of that nature that is in existence. 
Furthermore the Supreme Court has upheld its 
validity, not once but on four separate occasions. 
This piece of legislation owes its place on the 
Statute books to the organized medical profes- 
sion of Illinois. It is a masterpiece and it is 
the work of organized medicine in the state. 

Advisability of a blanket act administered by 
one board including all branches of human 
treatment, is self-evident in view of the multi- 
plicity of laws and examining boards in many 
states. When the proposed measure was pend- 
ing, endless effort was made by drugless healers 
to liberalize the act. Through the untiring ef- 
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forts of officers of the various medical societies 
of the state, the bill passed in essentially the 
sume form as that in which it was offered. 

Many members of the General Assembly are 
in the real estate business. According to law 
these must pay a renewal license fee annually. 
This group sought attachment of a $5.00 re- 
newal fee on the Medical Practice Act. Vigor- 
ous opposition by organized medicine, hours of 
conference with the leaders in that session of the 
(ieneral Assembly enabled doctors to defeat the 
amendment, and save a great deal of money and 
needless red tape for the physicians. With about 
twelve thousand medical men in Illinois, de- 
feat of this amendment approximates a saving 
of $60,000 annually to these physicians, or prac- 
tically $300,000 since the passage of the act in 
1923. 

In 1923 the Sheppard-Towner Bill was cham- 
pioned by a large lobby of women of education 
who waged an intensive campaign for the adop- 
tion of the provisions of the Federal Act by the 
State of Illinois. During the hearing on that 
bill in Congress in 1921 Illinois was the only 
state that sent a physician to Washington to 
oppose the passage of the Federal Maternity 
law. Despite the able protest of Dr. Charles E. 
Humiston, then president of the Illinois State 
Medical Society who represented us, unfortu- 
nately the bill was passed. Every state in the 
union accepted the act except five; viz., Illinois, 
Maine, Massachusetts, Kansas and Connecticut. 
The protest made by Illinois at that time later 
hore results against federal subsidies of this 
sort. The Illinois State Medical Society has 
aided in defeating several hundred pernicious 
bills in the last four Illinois General Assembles. 
Out of the twelve hundred bills introduced at 
the 1927 session, one hundred twenty-six, or 
cver ten per cent, had either a direct or an in- 
direct bearing on the medical men of our state. 


In 1925, after a bill curtailing public health de- 


partments in the necessary performance of their 
work had been literally “kissed” through the 
House and Senate and the governor urged to 
sign the measure by the League of Medical Free- 
dom call went out to representatives of the Illi- 
uois State Medical Society. After a conference 
with, and upon the advice of this committee, the 
governor vetoed the bill. 

Diversion of the tremendous post-bellum lay 
interest in the practice of medicine with an in- 
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sistence for participation therein that has 
verged dangerously towards state medicine and 
the practice of the profession by lay-persons, has 
been a problem of organized medicine, with the 
life saving idea of turning such interest from 
a force pernicious to the public welfare into an 
active auxiliary of the recognized medical pro- 
fession. The medium for dealing with this vital 
problem has been sought for and found in the 
educational committee of organized medicine. 
Through this committee, organized lay-bodies, 
especially of women, either club women, or those 
who had felt the urge of concerted benevolence 
as vested in war auxiliary work are being shown 
that the best contribution they can make for 
public health and infant welfare is to work 
through organized medicine rather than through 
organized laymen. This problem, including as 
it does the tremendous amount of free service 
given through the endowed clinics of private 
foundations, touches upon the similar debauch- 
ing of the province of ethical medicine through 
the federalization of sixty per cent of the hos- 
pitals of the country. Government ownership of 
so large a percentage of hospitalization facilities 
of the country is of a piece with the noose that 
has been slipped over the heads of the taxpayers 
and the profession by such legislation as the 
Sheppard-Towner bill, and all of which has been 
and is being fought by organized medicine. Es- 
pecial study, careful appraisal and gradual solu- 
tion, of all these problems and their ramifica- 
tions reveal a seemingly insurmountable task 
for the medical profession of the nation. Com- 
bating these terrific problems with their tremen- 
dous financial backing, has been a vital labor, 
and continues to occupy the time and keenes{ 
mental concentration of the officers of ethical 
medical organizations of the State of Illinois. 
An enormous amount of time and an inestimable 
amount of personal and financial sacrifice on the 
part of these officers has gone into the solution 
of these problems, as far as they have been 
solved and into the protection of the rights of 
ethical physicians, and even further for those 
of the people of the state themselves. A final 
word may not be malapropos about what in fu- 
ture may prove to be the weakest link in the 
chain and one to which the education committee 
has bent much attention. The place played by 
organizations of women in the furtherance of 
state medicine is serious. Many of the women 
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who said that they thought the Sheppard- 
Towner law was a beneficial thing simply did 
not know what they were talking about, so it 
was discovered, as their emotions only had been 
appealed to, and investigation showed that the 
average club woman who spoke blithely about 
the excellencies of the Sheppard-Towner bill 
thought that it means financial maternity care 
for the poor. 

The education committee sponsored by the 
I}linois State Medical Society has paid especial 
attention to the education of club women and 
other associations of women along the lines of 
what organized medicine is dcing.’ As a result, 
tuday there is a far better understanding be- 
tween these bodies and the organized profession 
and a spirit of cooperation on the part of these 
lay-bodies to the end that the problems of or- 
ganized medicine is to receive and adopt their 
assistance, but not to suffer their dictation. 

Where formerly organized medicine met with 
misunderstanding opposition, now organized 
medicine is receiving support and a large amount 
of cooperation from the Illinois Federation of 
Women’s Club, the Parent-Teacher Association, 


and numerous similar and affiliated organiza- 
tions. All of this has been accomplished through 
untiring endeavor from the diligent, conscien- 
tious, far-seeing, self-sacrificing executives who 
have served as officers for many years of the state 
society and its components. 





REPORT OF PROGRESS OF OFFICERS 
AND COMMITTEES OF THE ILLINOIS 
STATE MEDICAL SOCIETY FOR 
THE YEAR 1927 AND FOR 


OTHER PERIODS 


JAMES H. Hurron 


Chairman, Scientific Service Committee of the [Illinois 
State Medical Society 


The following appointments have been filled 
hy the Scientific Service Committee since Jan- 
uary 1, 1927: 

February 9—Union County Medical Society, 
I. Schultz, Chicago. 

April 7—Knox County Medical Society, Mau- 
rice L, Blatt, Chicago. 

April 14—Union County Medical Society 
James T. Gregory, Chicago. 

April 22—Marion County Medical Society, 
Cecil M. Jack, Decatur. 

April 26—LaSalle County Medical Society, 
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R. W. Keeton, Chicago, “The Management of 
Diabetes.” 

April 28—Iroquois County Medical Society, 
Don Deal, Springfield, “The Acute Abdomen” ; 
Discussion, 8S. E. Munston, Springfield. 

May 6—McHenry County Medical Society, J. 
C. Krafft, Chicago, “Child Health.” 

May 10—Rock Island County Medical Society, 
RN. W. Keeton, Chicago, “Feeding the Sick in 
Acute Infections.” 

May 12—Union County Medical Society, Lin- 
don Seed, Chicago, “Diagnosis and Treatment 
of Goiter.” 

May 12—Moultrie County Medical Society, 
Henry B. Thomas, Chicago, “Arthritis ; Its Diag- 
nosis and Treatment.” 

May 12—Kankakee County Medical Society, 
Philip Kreuscher, Chicago, “Orthopedics from 
the Viewpoint of the General Practitioner.” 

May 19—Jo Daviess County Medical Society, 
¥. L. Heinemeyer, Rockford, “Occiput Posterior” 
and discussion, “Tachycardias and Hypotensions 
in Pregnancy.” 

May 27—Marion County Medical Society, E. 
P. Sloan, Bloomington, “Goiter; Its Diagnosis 
and Treatment. 

June 14—Rock Island County Medical Society, 
Maurice L. Blatt, Chicago, “Infant Feeding.” 

June 17—DeWitt County Medical Society, 
Channing W. Barrett, Chicago, “Diagnosis and 
Treatment of Extra-Uterine Pregnancy.” 

June 24—Marion County Medical Society, 
Frank C. Murrah, Herrin, “The Acute Abdo- 
men.” 

July 1—Madison County Medical Society, R. 
W. Keeton, Chicago, “Feeding the Sick in Acute 
Infections.” 

August 26—Marion County Medical Society, 
G. M. Cline, Bloomington, “Principles and Tech- 
nic of Infant Feeding.” 

September 8—Kankakee County Medical So- 
ciety, George B. Lake, North Chicago, “The 
Psychic Factors in Disease.” 

September 13—Rock Island County Medical 
Society, John B. Claridge, Chicago, “Circulatory 
Disturbances of the Extremities, with Special 
Reference to Thrombo-Anginitis Obliterans; 
Etiology, Pathology, Treatment.” 

September 22—TIroquois County Medical So- 
ciety, “Prenatal Care; Toxemias, Etc.” 

October 2—Vermilion County Medical Society, 
L. D. Snorf, Chicago, “Peptic Ulcer.” 
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October 11—Clay County Medical Society, 
A. F. Lash, Chicago, “Use of Vaccines and 
Serums in Puerperal Infections.” 

October 11—Rock Island County Medical So- 
ciety, Francis E. Senear, Chicago, “Treatment 
of Syphilis.” 

October 11—Eighth Councilor District, Ili- 
nois State Medieal Society, William Harcourt 
Browne, Chicago, “Management of Last Half of 
Pregnancy.” 

October 12—Fifth Councilor District, Illinois 
State Medical Society, E. P. Sloan, Blooming- 
ion; R. R. Ferguson, Chicago; W. R. Marshall, 
Clinton. 

October 27—Seventh Councilor District, [li- 
nois State Medical Society and Macon County 
Medical Society. Champaign County Medical 
Society furnished program. Symposium on 
“Non-pregnant Bleeding Uterus,” C. L. Gernon, 
G. Henry Mundt, Earl D. Wise, J. C. Dallen- 
hach. 

October 27—Tri-County Medical Society 
(Warren, Knox, Henry), J. lL. Baer, Chicago, 
“Toxemias of Pregnancy”; James T. Gregory, 
Chicago, “Appendicitis and the Acute Abdomen.” 

November 8—Rock Island County Medical So- 
ciety, Jacob Meyer, Chicago, “Nephritis.” 

November 10—Union County Medical Society, 
Don Deal, Springfield, “The Acute Abdomen; 
Differential Diagnosis and Treatment” E. A. 
Rives, E. St. Louis, “Management of Breech 
resentation and Hemorrhage.” 

November 10—Bureau County Medical So- 
ciety, F. L. Heinemeyer, Rockford, “'Toxemias 
of Pregnancy.” 

November 17—Whiteside County Medical So- 
ciety, Aaron Arkin, Chicago, “Differential Diag- 
nosis of Pulmonary Lesions”; J. L. Sherrick, 
Monmouth, “Cardiae Arrhythmias” Don C, Sut- 
ton, Chicago. 

December 1—Tenth Councilor District, Ili- 
nois State Medical Society, James H. Hutton, 
Chicago, “The Interpretation of Symptoms”; G. 
Henry Mundt, Chicago, “Concerning Some of 
the Fundamentals of Otolaryngology”; Harold 
M. Camp, Monmouth, “Acute Osteomeylitis.” 

December 13—Rock Island County Medical 
Society, Norval Pierce, Chicago, “Indications for 
Surgical Intervention in Acute Mastoiditis.” 
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January 10—Rock Island County Medical So- 
ciety, Harry E. Mock, Chicago, “General Prin- 
ciples of Treatment of Joints Following 
Trauma”; J. P. Simonds, Chicago, “General 
Principles of the Pathology of the Bone”; W. R. 
Cubbins, Chicago, “Fractures Around the Knee 
Joint.” 

January 10—McLean County Medical Society, 
James H. Hutton, Chicago, “Pregnancy and the 
Kndocrines.” 

January 12—Warren County Medical Society, 
ll. E. Irish, Chicago, “The Prevention and 
'reatment of Heart Disease”; Aaron Arkin, Chi- 
cago, “Differential Diagnosis of Pulmonary 
Lesions”; Charles P. McKenna, Chicago, “Renal 
Tuberculosis.” 

January 17—Christian County Medical So- 
ciety, Lowell D, Snorf, Chicago, “The Treatment 
of Gastric and Duodenal Ulcers.” 

January 20—DeWitt County Medical Society, 
Walter Bain, Springfield, “X-Ray and Laboratory 
Diagnosis.” 

February 9—Kankakee County Medical So- 
ciety. 





G. Henry Munpr 
President of the Illinois State Medical Society 

The following out-of-Chicago engagements 
have been filled by the President of the Illinois 
State Medical Society since June 3, 1927: 

June 9—Lake County (Indiana) Medical So- 
ciety, “Nose and Throat Infections from the 
Standpoint of the General Practitioner.” 

June 30—Franklin County Medical Society, 
“The Relation of the Physician to the Medical 
Society.” 

July 14—Mason County Medical Society, “The 
Relation of the Physician to the Medical So- 
ciety; Address to public, “The Battle.” 

July 21—Peoria County Medical Society, 
“Your State Medical Society.” 

July 26—Macoupin County Medical Society. 
“Nose and Throat Infections from the Stand- 
point of the General Practitioner.” 

September 8—Oak Park Lions Club, “Healt! 
as a Business Asset.” 

October 11—Eighth Councilor District, Ilinoi: 
State Medical Society, “The Relation of the 
Physician to the Medical Society.” 


\\ 
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October 12—Fifth Councilor District, Illinois 
State Medical Society, presided at meeting; Ad- 
dress to public, “The Relation of Organized 
Medicine to Public Health.” 

October 13—Semi-Centennial Celebration of 
the Establishment of the Illinois State Depart- 
ment of Public Health, presided at opening ses- 
sion. 

October 24—Illinois Tuberculosis and Public 
Health Association, “Your State Medical So- 
ciety.” 

October 27—Seventh Councilor District, Illi- 
nois State Medical Society, “The Medical Pro- 
fession and Public Health”; Address at Chapel 
of James Millikin University, “The Royal Road 
to Health.” 

November 3—Southern Illinois Medical Asso- 
ciation, “Concerning Some of the Fundamentals 
of Otolaryngology”; “Your State Medical So- 
ciety.” 

November 16—Tazewell County Medical So- 
ciety, “Your State Medical Society.” 

November 22—Christian County Medical So- 
ciety, “Your State Medical Society.” 

December 1—Tenth Councilor District, Illinois 
State Medical Society, “Concerning Some of the 
Fundamentals of Otolaryngology”; “Your State 
Medical Society.” 

December 14—Testimonial Dinner given to Dr. 


W. I. Grinstead, Cairo, address. 





JEAN McARTHUR 


Educational Committee of the 
Medical Society 


Secretary, Illinois State 


The Educational Secretary has attended the 


lollowing out-of-Chicago meetings since July, 
1927: 
July 26—Macoupin County Medical Society. 
August 5—Madison County Medical Society. 
August 16—Woodford County Medical So- 


clety. 

September 13—Clay County Medical Society. 
McLean County Woman’s Auxiliary. 

October 12—Fifth Councilor District, I!linois 
State Medical Society. 

October 183—Semi-Centennial Celebration of 
the Establishment of the Illinois State Depart- 
ment of Public Health. 

October 24—TIllinois Tuberculosis and Public 
Ilealth Association, 
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October 27—Seventh Councilor District, Tli- 
nois State Medical Society. 

November 22—Christian County Medical So- 
ciety. 

December 1—Tenth Councilor District, Illi- 
nois State Medical Society. 

December 14—Testimonial Dinner given to 
Dr. W. F. Grinstead, Cairo. 

January 6—Madison County Medical Society 
and Woman’s Auxiliary. 

January 12—-Warren County Medical Society. 

Physicians have been scheduled by the Edu- 
cational Committee to fill the following appoint- 
inents during January, 1928: 

January 3—Sullivan, Public Health Meeting. 

January 3—Yorkville, Woman’s Club. 

January 3—Chicago, Lawson School. 

January 5—Chicago, Chrysanthemum Art and 
Charity Club. 

January 6—Chicago, Morgan Park High 
School. 

January 7—Alton, Young Men’s Christian As- 
sociation. 

January 9—Martinsville, High School. 

January 9—Waukegan, Mary B. Talbert Club. 

January 9—Compton, Woman’s Club. 

January 9—Cerro Gordo, Parent-Teacher 
Association. 

January 10—Marengo, Parent-Teacher Asso- 
ciation. 

January 10—LaFayette, Woman’s Club. 

January 10—Collinsville, Study Club. 

January 10—Chicago, Rogers Park Woman’s 
Club. 

January 12—Chicago, 
High School. 

January 12—Auburn, Woman’s Club. 

January 14—Alton, Young Men’s Christian 
Association, 

January 18—Chicago, Bateman School Par- 
ent-Teacher Association. 

January 18—Coldwater, Woman’s Club. 

January 18—Galva, Community Meeting. 

January 19—Chicago, Hyde Park Woman’s 
Club. 

January 24—Chicago, 
Club. 

January 24—Kewanee, Rotary Club. 

January 25—Chicago, Annual Clinical Meet- 
ing of the Chicago Dental Society, two speakers. 

January 26—Chicago, Roseland Lions Club. 


Carter H. Harrison 


Park Lions 


Rogers 
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TESTIMONIAL DINNER TO DR. GRIN- 
STEAD. HONORS FOR FORMER 
PRESIDENT OF ILLINOIS STATE 
MEDICAL SOCIETY, DR. WILLIAM 

F. GRINSTEAD COMPLETES 
HALF CENTURY OF SERVICE 

A man’s golden jubilee of service to his fel- 
lowmen is a living monument of inspiration to 
the younger generations. 

Browning has said that of all praise the most 
appreciated is that of one’s fellow craftsmen. If 
this be true Dr. Grinstead faces the New Year 
a most happy man. For certainly a meed of 
praise was his at the banquet justifiably ar- 
ranged in his honor December 14, 1927 by the 
Southern Illinois Medical Society. The affair 
was held in the Halliday hotel at Cairo. Dr. 
Andy Hall of Mount Vernon, Ills., was toast- 
master. Among the speakers were Dr. G. Henry 
Mundt of Chicago, president of the Illinois 
State Medical Society; Dr. Roland Hill, St. 
Louis, Mo.: Judge Albert Watson of Mount Ver- 
non, former justice of the Illinois Supreme 
Court, Dr. J. L. Wiggins of East St. Louis, Ils. ; 
Dr. B. S. Hutcheson, Dr. Grinstead, and former 
Congressman Ralph Bailey of Sikeston, Mo. 

Practically the entire membership of the Alex- 
ander County Medical Society attended. Pres- 
entation was made to Dr. Grinstead of a silver 
loving cup bearing the inscription “Presented 
to Dr. William F. Grinstead by the Physicians 
of Southern Illinois at a Testimonial Dinner on 
December 14, 1927, in Appreciation of Fifty 
Years of Honorable Service in the Practice of 
Medicine.” 

There were seventy-five guests in attendance. 
Dr. James M. McManus sang Dr. Grinstead’s 
favorite song, “Where the River Shannon 
Flows.” A vellum bound copy of the guest list 
was also given to the guest of honor, while the 
guests received a souvenir menu card bearing 
a photograph of Dr. Grinstead and some of his 
favorite quotations. 

The toastmaster, Dr. Andy Hall told how Dr. 
Grinstead had been left a half orphan at eight 
years of age with a widowed mother and three 
younger brothers, had taught school, earned his 
way, helped others and risen to the height of 
being an eminent physician, a beloved citizen, 
a Fellow of the A. M. A., a Fellow of the 
American College of Surgeons, and an extensive 
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traveler. He added that in addition to being a 
member of the Illinois State Medical Society of 
which he has served as president in 1920: that 
Dr. Grinstead belongs also to the Alexander 
County Medical Society, the Southern Illinois 
Medical Society, the Southeast Missouri Medical 
Society and for the last forty years has attended 
the meetings of the A. M. A. all over the coun 
try. Further remarked Dr. Hall: “I can assure 
you, Dr. Grinstead, that enshrined in the hearts 
of the physicians of Southern Illinois and your 
many other friends throughout the State, are 
pleasant memories of you that will never die. 
We congratulate you on the things that you 
have accomplished in your community, the 
efforts that you have put forth to raise the stand- 
ard of the medical profession, and the good that 
you have done for humanity. We congratulate 
you for the high honors that you have received 
from the various medical societies.” 

In presenting the loving cup to Dr. Grinstead, 
Dr. Hall remarked: 

“Dr. Grinstead: For more than one hour we 
have listened to the testimony of men who have 
known you during your boyhood days, have 
known you when you began the study of medi- 
cine, have known you as a country doctor, and 
men who have been associated with and have 
known you from the time you moved to Cairo 
cewn to the present time. 

“They have testified that you have been an 
honored and useful citizen of this city, of the 
state, and of the nation. They have testified 
ihat you have been generous and kind to the 
poor, that you have been a man of high ideals, 
and that your word was as good as your bond. 
They have testified that as a physician you have 
Leen industrious, honest, conscientious, a hard 
student, and that you have acquired a profes- 
sional skill and success that but few men have 
attained. They have testified that you have put 
forth your best efforts to elevate the standard 
of the medical profession by attending the med- 
ical meetings of your county, district, state, and 
national associations, and that you have been 
given the greatest honor that a man could attain 
in his county, district, and state societies. 

“Personally, I have known you for thirty- 
seven years. The first time that I ever met you 
was at a medical meeting. And the last time 
previous to this evening was at a medical meet- 
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ing. I have never attended a district, state or 
sational meeting that I did not expect to find 
you there. And I was never disappointed save 
ence, and on that occasion you were confined to 
hed in a hospital where you had undergone a 
serious surgical operation. Unlike many physi- 
cians who attend medical meetings, you always 
evinced a deep interest in the scientific programs, 
sat up under the dripping of the sanctuary, list- 
ened attentively to the papers, and took an 
active interest and part in the discussions. If 
there was anything worth while you compli- 
mented the essayist and encouraged him in his 
work, 

“After listening to all that the various speak- 
ers have said concerning you, I am fully con- 
vinced that they have given us a true record and 
a true picture of you. As a further evidence of 
the high esteem in which you are held by the 
medical profession throughout Southern Illinois 
and adjoining states, and in their behalf I take 
creat pleasure in presenting you this loving cup 
as a token of our friendship, love and_ best 
wishes, 


“It is not the weight of the jewel plate 
Nor the rustle of silk and fur, 
But it is the spirit in which the gift is great 
As the gifts of the wise men were, 
And we are not told whose gifts were gold 
Nor who’s were the gifts of myrrh.” 


“We want you to place this cup in some con- 
spicuous place in your study. And when patients 
are not pressing, and the evening shades are fall- 
ing, and you are all alone, we want you to take a 
few drinks of that famous Grinstead mixture 
that has kept you young and happy these many 
years, light your pipe, and sit down in your easy 
chair. And as you look at this cup and con- 
template all the sacrifices and labor that it has 
cost you to earn and deserve a cup of this 
character, no doubt it will recall many of the 
hardships you have undergone, many of the 
muddy roads you have traversed during the 
dark nights in answer to some call of distress. 
No doubt it will recall bitter disappointments 
in being unable to save the life of some dear 
friend. ere 

“But as you look at this cup we trust that 
it will recall many pleasant memories—mem- 


EDITORIAL 89 


ories of the day you received your diploma from 
a medical school, memories of the day you fitted 
your office and swung your shingle to the breeze, 
memories of your first obstetrical case when you 
received a fee of $5.00, memories of your first 
successful appendectomy, ovariotomy, or hyster- 
ectomy, memories of the days when you had 
become the most eminent physician and surgeon 
in Cairo, memories of the days when you would 
drive that blooded pair of high-stepping horses 
up and down the boulevards of this city, the 
ceynosure of all eyes and the envy of your com- 
petitors, memories of the days when you were 
honored with the presidency of your county, 
district, and state societies, and memories of 
this meeting and the many eminent men who 
are assembled here to pay you this great tribute. 
It is our wish that you may be spared many 
more years of usefulness, health, prosperity and 
happiness. And when you have attended your 
last patient, and the curtain has been rung down, 
and your soul takes its flight to the God who 
gave it, we have no doubt that it will find 
Eternal Rest, Peace and Happiness.” 

Dr. B. S. Hutcheson said: “Dr. William 
Frank Grinstead was born about twelve miles 
from where he now lives. From his residence 
window he can see his native county in Missouri 
just across the Mississippi river from Cairo. He 
was born at Charleston, the county seat of Mis- 
sissippi county. He was educated in the public 
schools and the Charleston Classical Academy, a 
flourishing educational institution in his home 
town in his boyhood. He got his medical train- 
ing in the old Missouri Medical College, St. 
Louis, Mo., and in the medical department of 
Vanderbilt University, Nashville, Tenn. He 
graduated from the latter institution in 1877. 
He could not get an interneship at that time so 
he took a position for a time behind the prescrip- 
tion counter in a drugstore. Later an interne- 
ship in the City Hospital at Nashville, Tenn., 
where he graduated, was offered to him and he 
accepted it. 

In addition to his interneship service the Pro- 
fessor of Anatomy in the medical school discov- 
ered that Dr. Grinstead was spending some of 
his evenings in the dissecting room and making 
demonstrations to the class in anatomy. The 
professor approached Dr. Grinstead with an 
offer of the position of prosector to the Chair of 
Anatomy in Vanderbilt during the fall and win- 
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ter. Dr. Grinstead had scored the highest grade 
that was made by any member of the class in 
which he graduated. The offer was accepted. 
During that service the professor of anatomy 
announced to the class at the beginning of one 
of his lectures upon the cerebro spinal nervous 
system that a complete dissection of the spinal 
canal and exposure of the spinal cord with its 
nerves from the cranium to the sacrum had only 
heen made twice in the history of the medical 
school. That the first one the professor had 
made himself; the other which was on the table 
before him, and which he then showed to the 
class, in demonstrating his lecture, was done by 
Dr. Grinstead. 


BeGan Practice at HoME 

At the end of his interneship he returned 
home and entered the practice of medicine and 
surgery. He disregarded the old saw that “A 
prophet is not without honor save in his own 
After a few years practice he felt a 
His 
home town was not large enough to support a 
first class hospital; therefore he moved over the 
river to Cairo, the only move he ever made. He 
said he wanted to give the home folks the best 
that. was in him and that he don’t consider he 


country.” 
pressing necessity for hospital facilities. 


ever left home in crossing the river. 

While in practice his attention was attracted 
to the work that was being done by surgeons and 
evnecologists in England. He had some of their 
books in his library. He arranged his affairs to 
have a semester in old St. George’s Hospital and 
Medical School in England, where 
Henry Gray had written the greatest book on 
anatomy that had ever been published and where 
Timothy Holmes had written his wonderful Sys- 
tem of Surgery and on the front steps of which 
the great John Hunter collapsed in angina pec- 
This old school and hospital was also the 


London, 


toris. 
scene of Sir Benjamin Brodie’s activities; also 
Robert Brudenell Carter and T. Pickering 
Pick. 
Took Course ABROAD 

At the termination of this course he returned 
home and took up his practice again. A few 
years later his attention was attracted to a spring 
course of three months in surgery at the Royal 
Tnfirmary, Edinburgh, Scotland, a hospital of 
85) beds where clinical instruction was given to 


the classes in the medical department of the old 
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University of Edinburgh. He arranged to take 
this course and then came home and took up his 
practice again. Since then he has had several 
postgraduate courses in New York. 

On opening an office in Cairo, he at once be- 
came active in co-operating with the Sisters of 
the Holy Cross in developing St. Mary’s Hos- 
pital. 

Dr. Grinstead himself in responding to the 
toasts remarked in part: “I have frequently 
keen asked why I didn’t quit practice. TI tell 
them ‘that I started out with the plan of life my 
mother helped me to lay out. I have worked 
cut that plan, and if Father Gabriel tooted his 
horn tonight, he couldn’t upset that plan. My 
work entertains me and I don’t know what I’d 
do for entertainment if I gave it up. I like to 
see the results that come from it. I feel that I 
have a fund of experience valuable to the com- 
munity in which I live, and unless I lose some 
of my faculties, I don’t see why I should give it 
up.” He outlined his platform, Ethical, Scien- 
tific, Service in Medicine and Surgery. 

“One can be penniless and if in good healt 
can get some joy and comfort out of life. Med- 
ical men stand by honor more than does any 
other class because doctors deal in human life and 
buman health. It makes them feel honor bound 
in ways that others do not feel. Two problems 
interest me. One is the problem of the Quack, 
which can be solved by educating the Quack and 
ly educating the public. Let the old fellow keep 
husy as long as he lives at something pleasant 
and entertaining to him, he said in closing. 1 
want to be doing something until the old horn 
toots.” 

Dr. J. L. Wiggins, introduced as the Nestor of 
the doctors in East St. Louis, and a long per- 
sonal friend of Dr. Grinstead: “The more I 
associate with him,” said Dr. Wiggins, “the more 
i find he embodies the human virtues to which 
we all subscribe, and which we so seldom possess. 
During the World War, he was a member 
of the District Draft Board, and was made its 
chairman. He travelled night and day, giving 
his time, and you won’t find a solitary voucher 
in Washington made out to Dr. Grinstead, for 
services. 

“As a citizen of Cairo, you never found this 
man Grinstead loafing ’round the outskirts of 
human activity.” He spoke of his service at the 
hospital, in the bank, on the streets. Every place 
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his finger touched is better for it, in the com- 
munity, state and nation. “As a doctor, many 
would not be here if it hadn’t been for his skill, 
industry and indomitable will. In the Southern 
illinois Medical Society he has been a power.” 

Dr. Roland Hill, one of the foremost physi- 
cians of St. Louis, referred to Cairo’s important 
position as the gateway to the south, the ad- 
vancement in modern medicine that has been 
achieved south of this point, especially in the 
Panama Canal, and in the discoveries in the 
cause of malaria and yellow fever. “Dr. Grin- 
sted forms one of the connecting links, by his 
work and example an inspiration both to the 
profession and to laymen. 

“The greatest asset of all is Health. We 
should have a cabinet officer who is a Doctor, 
and when that is done, would anything be more 
appropriate than it turn to Cairo and select Dr. 
Grinstead for the post.” 

Dr. G. Henry Mundt, of Chicago, president 
of the Illinois State Medical Society, said it was 
an honor to attend the fiftieth anniversary of 
entrance into medical practice of a man like Dr. 
Crinstead. “Dr. Grinstead is pre-eminent in 
iwo things, he has equinimity and a full appre- 
ciation of the master word in medicine—work. 
| want you to know it is an honor for the Illinois 
State Medical Society to pay tribute to you.” 

Judge Albert Watson of Mt. Vernon, former 
Justice of the Illinois Supreme Court, with 
whom Dr. Grinstead served on the District Draft 
Board, said: 

“T am pleased to add my tribute to my old 
friend. We made him chairman, and we had 
« man whose loyalty was never questioned and 
it never could be questioned. When the armis- 
tice was signed, each county in the district had 
reached its full quota, and we’have the testimony 
from the war department placing this district 
in the No. 1 group, in which there was not a 
dozen in the United States. 

“T think I know this man of pure life, and 
that he will walk the pathway of stars and will 
see God.” 

OTHERS App THEIR WorD 


Dr. Hall read a number of telegrams from 
distant friends, among them from Dr. Rawlings, 
of the Illinois Department of Health, Chas. J. 
Whalen, Editor Inr1no1s Mepicat JourNAt, and 
from the Doctors Mayo of Rochester, Minn., and 
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then others, visitors, and local physicians, added 
their word, as many as the time would permit. 





WE HAVE NO NEED FOR THE PRESENT 
CHILDREN’S BUREAU 


Tne Fieur Mabe sy Ixtrnois Doctors Is 

BRINGING RESULTS. COMMENDATION FROM 

A LAUDABLE Source As to WuHat ILi- 

NoIs MepicaL JournaL Is Dona 

In the fight waged everywhere by thinkers 
against the encroaching socialization of medicine 
there is no more able crusader than “The 
Woman Patriot,” a journal devoted to patriotism 
and for preservation of the constitution. This 
journal is known internationally as an organ 
fighting paternalism, socialism, bolshevism, and 
similar evils. 

There is an pardonable satisfaction to the 
editor of the ILLINOIS MEDICAL JOURNAL and to 
Physicians of visions everywhere in this com- 
munication received from Miss Mary Kilbreth, 
president of the “Woman’s Patriot Publishing 
Company.” 

As the Ittino1s MepicaL Journat led the 
crusade against the primary enactment of the 
Sheppard-Towner Bill, and as the Illinois State 
Medical Society was the only official medical or- 
ganization represented at the congressional 
hearings, it would seem only just reward if 
abolition of that branch of the bill, known as the 
Children’s Bureau, should be effected through 
the medium of the ILLINOIS MEDICAL JOURNAL 
and its editor and the noble assistance given by 
the members of the Jllinois State Medical So- 
ciety. 

The vital straw showing which way the wind 
blows, may be found in the following letter from 
“The Woman Patriot.” That the abolition of 
the Children’s Bureau is not only a possibility 
but even a probability, and that in the not far 
distant future is a prophesy easily read between 
the lines of Miss Kilbreth’s letter. 


THE WOMAN PATRIOT PUBLISHING 
Washington, D. C., January 15, 1928 
To the Editor of The Illinois Medical Journal: 
Congratulations on the magnificent attack on 
the Children’s Bureau! And gratitude! You 
can’t think what heart it put into us all here— 
all of us from Senators to the staff of the 
Patriot Publishing Company. 
I do really believe that your article (Decem- 









ber, 1927) is the turning point in the fight. 
Men who hesitated to introduce bills in this 
congress to abolish the bureau agreed, after 
reading your article, to sponsor them. Of course, 
the article will be put in the congressional record 
and can then be franked out at a minimum of 
cost—in all the states, and the invaluable in- 
formation spread all over the country. 

As soon as Senator Bayard and Mr. Andrew 
and the other congressmen decide on text of 
their bills to abolish, and introduce them I will 
send you copies. 

Probably Senator Bayard’s bill will get in 
first and he plans to have your article inserted in 
record when he introduces the bill. 

I can’t tell you the effect of your article on 
every congressman to whom I took the copies 
you sent me. I took them to one after another 
and they all felt the effect on our fight would 
be incaleulable. 

I do dislike gush and am trying hard to keep 
some sort of self-restraint—but it is hard when 
one feels the enthusiasm I do now. 

Yours very truly, 
(Signed) MISS MARY G. KILBRETH, 
President. 






























10,000 BIRTHS NOT REPORTED IN 
ILLINOIS 

A study of all the factors which are considered 
in arriving at the infant death rate for Illinois, 
including reported births, reported deaths, U. S. 
Census estimates of our population show pretty 
convineing evidence that we are slipping in our 
birth reports. 

What does this mean to the doctor? First 
he has failed in a duty to his family because 
a birth certificate may be needed to prove citi- 
zenship; to establish rights of inheritance of 
property; to establish proof of age for entering 
or leaving school, for entering military service, 

















for securing working permit, for securing mar- 
riage license, for holding public office; to secure 
passports; to adjust insurance, and other finan- 
cial benefits. Are your patients writing to the 
Department of Public Health asking for a cer- 
tificate of birth only to be informed that the 
Department has no report of the birth? 

What does it mean to the medical profession 
of Illinois? That we are charged with a higher 
infant death rate than we deserve. Infant death 
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rates are estimated on the basis of reported live 
births, that is, in 1926 for every 1,000 live births 
there were 71.5 baby deaths under 1 year of age. 
If we don’t report our births, some one else will. 
The estimated total shortage for the State is 
about 10,000 and for Chicago the estimate is 
1,154 short. 

Is your local clerk or registrar sending in 
reports promptly to the State Department? It 
might be well to call his attention to this impor- 
tant matter. 





CHIROPRACTIC AND SIMILAR LEGISLA- 
TION FOR THE DISTRICT OF 
COLUMBIA 
The physicians of the District of Columbia 
have asked the various states to assist in op- 
posing the enactment of Chiropractic and simi- 
lar bills pending before the committee on the 

District of Columbia. 

The council of the Illinois State Medical 
Society at its meeting in January instructed 
Dr. John R. Neal, chairman of the legislative 
committee of the Illinois State Medical So- 
ciety to write Mr. Rathbone the member of the 
“committee on District of Columbia” from 
Illinois, voicing the sentiments of the medical 
profession of the state in opposition to the en- 
actment of such legislation in the District of 
Columbia. The following is the letter of protest: 

Jan. 21, 1928. 
Hon. Henry R. Rathbone, M. C., 
Washington, D. C. 
My dear Mr. Rathbone: 

My attention has been called to the fact that 
there are several osteopathic and chiropractic 
bills pending before the committee on the Dis- 
trict of Columbia of the House, of which you 
are a member. 

Illinois has definitely decided that every ses- 
sion of its Legislature for many years that a 
single law administered by a single board for 
all who wish to treat human ailment is the bet- 
ter plan for the public health, for the law here 
in Illinois, of which we are attaching a copy 
herewith, has been declared constitutional by the 
Supreme Court of Illinois on four different oc- 
casions, it being attacked by the cultists as be- 
ing unfair, discriminatory, and unconstitutional. 

A multiplicity of laws and of examining 
boards regarding the one subject, that of treat- 
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ing disease, is not only unwarranted but is dan- 
gerous as has been shown by the very lax admin- 
istration of such laws in various states, notably 
Connecticut, where a scandal evolved from the 
wholesale traffic in licenses to treat the sick. 

The Illinois State Medical Society sincerely 
trusts that you will be guided by the wishes of 
the fifteen thousand medical men in the state 
of Illinois in shaping a course for the District 
of Columbia along this very important subject. 
A careful perusal of the records of the Depart- 
nent of Registration and Education in Illinois 
will show that chiropractors and osteopaths are 
passing in almost the same proportion to the 
medical men in this state, according to their 
educational qualifications. 

As the legislative representative of the TIIli- 
nois State Medical Society, I have been asked 
to address this letter to you, and would very 
much appreciate a reply so that I may report 
your decision in the matter to the next meeting 
of the Council of our Society. If we did not 
conscientiously believe that the cultists were get: 
ting a square deal here in Illinois under the 
present law, we would not be asking you to op- 
pose the present law as pending before Congress 
to liberalize the cult’s activities in the District. 

With kindest personal regards, I am 

Yours very truly, 
Chairman Legislative Committee. 





COURSE IN PUBLIC SPEAKING 
OFFERED ILLINOIS DOCTORS 

The Educational Committee is contemplating 
offering a series of three lectures on “Public 
Speaking” at the State meeting to be held at the 
Stevens Hotel, Chicago, in May. Any members 
of the Illinois State Medical Society who might 
be interested in such a course, please notify the 
Educational Committee, 185 North Wabash Ave- 
nue, Chicago. 





INCOME TAX RETURNS MUST BE MADE 
BEFORE MARCH 15—RULES, REGULA- 
TIONS AND PROPER PROCEDURE 
ARE OUTLINED HERE 


Congress has under consideration, a bill proposing 
certain amendments to the federal internal revenue 
act of 1926. The original provisions of this bill make 
but few changes in the income tax law as it relates 
to the individual tax payer. Possibly the most im- 
portant mentioned by news dispatches was a slight 
revision of the surtaxes. 
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Late dispatches from Washington, D. C., state 
that the Senate has postponed action on the pro- 
posed aniendments until some time after March 15th, 
the last day on which income tax returns may be 
filed with the Collector of Internal Revenue. 

Collectors of Internal Revenue have been notified 
by the Treasury Department to release the blanks 
for the 1927 income tax returns. These blanks have 
already been mailed to all taxpayers of record. 
Blanks should be made out according to the regula- 
tions which governed the 1926 returns. A summary 
of these regulations will be found in subsequent par- 
agraphs of this article. 

Every physician whose net income for 1927 was 
$1,500 or more, if single, and $3,500 or more, if mar- 
ried, must file an income tax return. These forms 
must be filed with the Collector of Internal Revenue 
on or before March 15th. All physicians and other 
professional men are required to use Form 1040 in 
submitting their return, regardless of the amount 
of net income. 

Blank forms are mailed to physicians, whose 
names are on record, by the Collector of Internal 
Revenue in the respective districts. Failure to re- 
ceive a blank does not relieve a physician of respon- 
sibility to file. If blanks are not received, applica- 
tion should be made at the internal revenue office 
of the district in which the physician resides. These 
districts, together with the name and address of 
collectors, are outlined elsewhere in this article. 

Data for income tax returns, internal revenue offi- 
cials say, should be arranged on separate sheets un- 
der the following classifications: Gross Income; 
Exemptions; Net Income; and Tax Computations. 


Gross Income 


Gross income includes gains made from profes- 
sional services, business activities, certain forms of 
dividends, bad debts charged off in previous years 
but since collected; bonuses received as compensa- 
tion; incomes from business; certain kinds of divi- 
dends; interest partnership profits; profits from sale 
or exchange of real estate; rents and royalties; and 
funds received from other sources. 


Exemption, Personal and Deductible Items 


If married and living with wife, or head of a fam- 
ily for the entire year, an exemption of $3,500 is 
allowed; if single and not at head of family, an 
exemption of $1,500 is permitted. In case of change 
of marital or head of family status during calendar 
year, the personal exemption is prorated over the 
period of married, head of family or single state. An 
exemption of $400 is permitted for each dependent 
under 18 years of age, or each physically or men- 
tally handicapped dependent, regardless of age. 


Office Rentals 


If a physician pays rent to another person for 
office space, he may deduct the amount; if he owns 
his home and maintains an office in it, he cannot 
claim deduction for office rent. 












Automobile 


The cost of repair and upkeep of an automobile 
used in professional visits may be deducted. The 
salary of a chauffeur, if most of his time is spent 
in driving on professional calls, may be deducted. 
Sums spent for taxi hire, car fare, etc, while on 
professional calls, may be deducted. The total cost 
of an automobile used in professional calls, may be 
depreciated. Take the cost price and divide by the 
number of years of its usefulness and deduct this 
amount annually in income tax return. 


Assistants 


Deductions are permitted for the salaries of 
nurses, laboratory workers, technicians, assistants, 
stenographers or other clerical workers in offices 
so long as their duties are connected with profes- 
sional work. Wages paid maids for taking care of 
office, as well as sums paid persons for services ren- 
dered in connection with practice, are deductible. 


Medicines, Instruments, Supplies 


Medicines used in the office to treat patients, med- 
icines dispensed, bandages, laboratory materials and 
all other supplies necessary to operate office may 
be deducted. Upon surgical instruments, one-fifth 
of purchase price may be deducted annually for five 
years under depreciation account. All office fixtures, 
appliances, etc., used in office or laboratory may be 
depreciated annually, according to the estimated life 
of their usefulness. 

General Office Expense 


Cost of telephones, telegrams, etc., used in pro- 
fessional services may be deducted. Expenditures 
for heat, light, water, etc., are deductible. Office 
fixtures and furnishings may be depreciated 10 per 
cent annually. Original cost of medical books may 
be depreciated 10 per cent annually, since the life 
of these is usually considered 10 years. 


Professional Dues 


Dues paid to professional associations to which, 
in the interest of his profession, he belongs are ex- 
empt and may be deducted. Subscription prices of 
scientific journals are also deductible. Expenses in- 
curred in attending scientific meetings or taking 
post-graduate courses have been held by the Com- 
missioner of Internal Revenue, not to be deductible 
items. 

When to Deduct Debts 

If the physician’s books are kept according to the 
“Cash Receipts and Disbursement” system, he may 
not charge off any unpaid debt because he is then 
only reporting as gross income those accounts 
which have proved to be good. Bad accounts have 
not been reported and are therefore, not deductible. 

If bocks are kept on an “Accrual Basis” (where 
expense is actually incurred and payable even though 
not yet paid, or income earned although not vet 
collected) it is permissible to charge off all debts 
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which have been definitely ascertained to be worth- 
less during the fiscal year covered by the report. 

In the same way, the physician is permitted to 
claim deduction for all other expenses within the 
scope of his profession, and the amount of his tax 
is determined on the net income which remains 
after all these items have been deducted. 


Taxes, Licenses 


Any tax paid upon materials required in profes- 
sional work are exempt. All license fees which 
physicians are required to pay are deductible items. 
This includes the narcotic tax, automobile license, 
local occupational taxes, etc. 


Other Allowable Deductions 


All taxes paid upon real or personal property 
whether the property is used for business or other- 
wise, and all interest paid upon indebtedness (ex- 
cept interest paid to carry nontaxable securities) are 
deductible. It is permissible to deduct from gross 
income contributions when made to charitable, re- 
ligious, educational and scientific organizations, to 
an amount not to exceed 15 per cent of the net in- 
come, exclusive of such contributions. 

Items Not Reportable as Income 

Allowances received under the War Risk Insur- 
ance act; bequests; damages received in personal 
actions; dividends on stock of federal reserve banks, 
land banks and intermediate credit banks; dividends 
from exempted building and loan associations up to 
$300; dividends from corporate earnings accumulated 
prior to March 1, 1913; gifts; inheritances; insurance 
proceeds; state court jury fees; state court receiver- 
ship fees; life insurance proceeds; and stock dividends 
and rights. 

All interest received from obligations of a state 
or political subdivision thereof; from securities is- 
sued under the Farm Loan act; interest on Liberty 
34%4% Bonds and U. S. Bonds issued prior to Sep- 
tember 1, 1917, and interest on the obligations of 
the possessions of the U. S. need not be included in 
the computation of gross income. 

Interest received on Liberty 4% and 4%% Bonds 
and certain other U. S. obligations is exempt if the 
total holdings up to July 2, 1926, is not in excess 
of $50,000. After that date all interest received on 
such obligations in excess of $5,006, total holdings, 
is reportable. All interest received on U. S. Treas- 
ury notes must be reported. However, all interest 
received from these sources, which is reportable as 
income, is subject only to surtax. 

Normal Tax 

The normal tax rate is 11%4% for the first $4,000 
in excess of exemptions and credits; 3% on the next 
$4,000 in excess of exemptions and credits; and 5% 
on the balance over and above the first $8,000 in 
excess of exemptions and credits. 

Surtax Rates 

In addition to the normal tax provided above, 4 

surtax is levied on net incomes of $10,000 and over. 
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The percentages in these follow: $10,000 to $14,000, 
1%; $14,000 to $16,000, 2%; $16,000 to $18,000, 3%; 
$18,000 to $20,000, 4%; and an additional 1% for 
each $2,000 added up to $24,000. After $24,000 each 
$4,000 increase is subject to an additional 1% surtax 
until $64,000 is reached when there is another change 
in brackets. 
Earned Income 


Earned income is fixed at a lower rate than in- 
come from sources other than “earned.” Earned in- 
come may consist of salaries, wages, commissions, 
professional fees and other amounts received for 
personal services actually rendered, or an amount 
not in excess of 20% of the net profits derived from 
a trade or business in which both personal services 
and capital are material income producing factors. 

If the business requires only a nominal capital 
and the income is derived principally from the per- 
sonal services of the taxpayer, as a doctor or lawyer, 
the entire profits, not exceeding $20,000, may be 
considered as earned income. The first $5,000 of net 
income constitutes earned income no matter from 
what source derived. 

In order that the earned income may be taxed at 
a lower rate, such income is included with income 
from other sources, and the tax figured thereon. 
The tax is then figured on the earned net income 
alone, and 25% of that tax is used as a credit 
against the tax on the entire net income. This credit 
is termed an “earned income credit” and in no case 
may it exceed 25% of the normal tax on income 
from all sources plus 25% of the surtax on the 
earned net income. 


Example of How Computations Made 


Suppose a physician has been married throughout 
the year, has no dependents, rents his home and his 
office. He compiles the following data: 


Gross income from professional service 

Depreciation of office fixtures, etc 

Office help, etc 

Telephone, Heat, etc 

Occupational tax, licenses, etc 

Auto cost and depreciation, etc 

Drugs, bandages, etc 

Scientific Journals, etc 

Railway fares on professional calls..............- 
Office rent 


"Total setae. oo dea dies sas Deceed dees $ 9,600.00 
Gross income from other sources: 
Rent from apartment house 
Overhead, taxes, etc 


10,000.00 
8,000.00 


$28,000.00 
9,600.00 


Total Gross Income 
Less deductible items for professional services.... 
Less deductible items incident to apartment build- 
ing income 
Net income, $28,000 less $17,600 
Less personal exemption 


Income subject to normal tax $ 6,900.00 
ARABS. 26) MERE aac csaax Soca ace slolaeis Wesiusta rege 4,000.00 
Taxable at 3% 2.900.00 
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Normal 3% tax on $2,900 87.00 


Total Normal Tax 147.00 
Surtax (1% on net in excess of $10,000) 4.00 
‘Total Nosmal and. Suntec os ccecdc hcccoewese $ 151.00 
Less Earned Income Credit (See Computation) 21.75 
Net Tax Liability 129.25 
COMPUTATION OF EARNED INCOME CREDIT 
Total receipts from practice 
Expenses incident to practice 
Earned Net Income 
Less exemption 3,500.00 
Saliiéet te Nome): tO. 5 occccccsceccuncdees $ 4,900.00 
FURR (EG TIE 6 58 Foe con wow sche tev eee Verncunes 4,000.00 
Taxable at 3% 
Normal 1%% tax (on $4,000) 
Normal 3% tax on ($900.00) 





RELATION OF VOLUNTARY HEALTH AGENCY 
TO PHYSICIANS AND HEALTH 
DEPARTMENTS 

Linsly R. Williams, New York (Journal A. M. A., 
July 9, 1927), states that the voluntary health agencies 
have not formulated a definite policy that is the same 
throughout the country, yet there are certain similari- 
ties which may be expressed as follows: In general, 
they conceive of their function as being one of investi- 
gation, the inauguration of a new activity, the demon- 
stration of its usefulness, transferring the activity to 
the official agency or discontinuing it. In certain places 
where the governmental authorities have not made any 
provision for the care of the sick, the voluntary agencies 
have carried on a continued activity for the care and 
relief of the sick poor. A voluntary health agency 
organized for the purpose of assisting in the preven- 
tion of tuberculosis desires aid in the situation, and its 
first problem is to determine how many cases of tuber- 
culosis there are in the community. This is the period 
of investigation. This study is known as a tuberculosis 
survey and should be made with the knowledge and 
assent of the health authorities. It is usually found 
as a result of such surveys that there is a far larger 
amount of tuberculosis in the community than is sus- 
pected by the physicians or health authorities. It is 
then suggested, perhaps, by the voluntary health agency, 
that the official health authority should create a local 
dispensary for tuberculosis or a special class for tuber- 
culosis in the existing out-patient department of a hos- 
pital, or that a special hospital should be created in the 
county for tuberculosis or a special pavilion for tuber- 
culosis should be established in connection with the 
municipal hospital. Whichever of these activities is 
agreed on is recommended to the local board of health, 
community council or county board with the usual 
reply that funds are not available and it is not neces- 
sary, that the people won’t stand for it, etc. The 
voluntary agency then determines perhaps to establish 
a dispensary in the community, and its organization is 
worked out with the knowledge and advice of the 
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health officer and is maintained for several years. Dur- 
ing this period, it is found that a number of cases need 
institutional care and no place is available for them. 
An effort is then made to transfer the maintenance of 
the dispensary to the local health department and very 
commonly with success, and as it has been shown that 
hospital beds are needed, another effort is made to 
bring about the creation of a special tuberculosis sana- 
torium or pavilion at the general hospital. This work 
may be called the period of inaugurating an activity 
and a demonstration of need. During this period, the 
relationships between the health department, the volun- 
tary agency and the medical profession have pushed 
themselves into the foreground because the health de- 
partment has insisted on certain regulations for the 
administration of the dispensary, a private agency, and 
the local medical society has demanded certain privi- 
leges in regard to work in the dispensary or exacted 
certain conditions in regard to the payment of the dis- 
pensary physician and his method of appointment. 
There are two essential difficulties which must be met 
in the future: 1. The health department and the vol- 
untary agency desire to see diagnostic facilities and ade- 
quate medical care provided for every individual in 
the community. Theoretically, the private practitioner 
has a similar desire, but feels that every one in the 
community should have his own private physician. The 
health department and the voluntary agency advertise 
their clinics and health stations and do everything in 
their power to increase their trade. The private physi- 
cian, on the other hand, may do nothing but wait until 
the patient calls, 2 The health department and the 
voluntary agency desire to show in their annual reports 
the largest number of new applicants and total visits 
possible, irrespective of financial status of their clients. 





NAMES FIFTEEN GREATEST PHYSICIANS 


The fifteen greatest physicians of all time are 
named by Hygeia, popular health magazine published 
by the American Medical Association, in its March 
issue. The names are taken from a list recently 
made by medical historians in an effort to name 
the five greatest contributors to the advancement of 
medicine. 

Some of these men are not really physicians, in the 
sense that they have practiced medicine or have ob- 
tained a medical degree. Their contributions are in 
fields closely related to medicine. Hygeia’s list is as 
follows: 

1. Hippocrates, father of modern medicine, whose 
school and writings formulated our knowledge of 
medicine. 

2. -Galen, who described the action of the heart 
valves, elevated the status of the medical profession 
and collected the knowledge of his time in a system 
of medicine which was followed by physicians for 
centuries, 

8. Leonardo do Vinci, artist and inventor, who 
contributed greatly to the science of anatomy. 

3. Vesalius, father of modern anatomy. 

5. William Harvey, representative of the renais- 
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sance of medicine, who first described scientifically the 
circulation of the blood. 

6. Sydenham, greatest figure in medicine of sev+ 
enteenth century, who wrote excellent descriptions of 
several disease conditions. 

7. John Hunter, father of surgery. 

8 Auenbrugger, who first described the method of 
tapping the chest for the determination of conditions 
beneath the skin. 

9. Laennec, who first described use of the stetho- 
scope for listening to sounds within the chest. 

10. Pasteur, father of the conception of bacteria 
as the direct cause of many diseases. 

11. Robert Koch, discoverer of the tubercle bacillus, 
who established bacteriology as a science. 

12. Lister, who showed how bacterial infection 
may be prevented. 

13, 14 and 15. James Young Simpson, William 
Morton and Crawford Long, who first made use of 
anesthetics and made surgery painless. 





SILKWORMS AND “SAKE” 


According to the Osaka Daily News, a discovery 
respecting the feeding of silkworms has been made by 
Mr. Nakai, expert of the Okayama Prefectural Lab- 
oratory for Sericulture. He found a way to feed the 
worms on wheat flour and “sake,” an intoxicating 
drink made from rice. In tests during the past two 
years, he found that the consumption of mulberry 
leaves is greatly reduced if the worms are fed by his 
method. When 30 Gm. of “sake,” mixed with about 
ten times as much water and some flour, was given to 
400 worms a saving was made of about 60 per cent 
in the total of mulberry leaves required by the worms. 
The method is a benefit not only from the economic 
but also from the technical point of viéw, because 
the alcohol seems to improve the condition of the 
worms.—Japan Letter—Journ. A. M. A. 





BACKACHE IN WOMEN 


Statistics show that backache leads as a predominant 
symptom which results in a visit to the gynecologist; 
it is such a predominant symptom in 18 per cent of 
the cases, Discharge accounts for 15 per cent, low 
abdominal pain for 11 per cent and excessive flowing 
for 10 per cent. 

Derangement of the pelvic organs are important 
in the cause of low backache, Circulating disturb- 
ances, associated with displacement of the womb, 
causes backache. Pressure is the basis, the forward 
displacement, cervicitis and incarcerated pregnant 
fundus are also causes, but are not always true symp 
toms. Dysmenorrheas complain of backache, repre 
senting perhaps the only group consistently associated 
with definite gynecological conditions.—IJnternational 


Medical Digest. 





SAFETY FIRST 
“IT think I’ll commit suicide.” 
“Good, but turn off the gas when you're through.”"- 
Bison, 
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Original Articles 


THE X-RAY DIAGNOSIS OF CANCER OF 
THE ESOPHAGUS* 
P. M. Hickey, M. D., 
ANN ARBOR, MICHIGAN 

Even in a cursory review of the literature on 
cancer of the esophagus, one is impressed by two 
striking facts; first, the high mortality of cancer 
of the esophagus, placed by most writers at 
100% ; second, the fact that most cases present 
tuemselves for diagnosis and treatment when the 
cundition is far advanced. In many diseases 
wnere the mortality is high, the first step in 
lowering the mortality is to advance the time of 
diagnosis. Tuberculosis was conquered when we 
learned to make the diagnosis in the early stages. 
In appendicitis, peritonitis is avoided by an early 
diagnosis. Accordingly, one of the first steps 
in the attempt to reduce the mortality of car- 
cinoma of the esophagus, is to be able to diagnose 
this particular lesion much earlier than is done 
at the present time. 

The diagnosis of cancer of the esophagus rests 
first, upon the clinical history; second, upon the 
x-ray examination; third, upon esophagoscopy, 
and fourth, by biopsy. Chevalier Jackson, in his 
classic monograph entitled “A Plea for Early 
Diagnosis in Carcinoma and Sarcoma of the 
Esophagus” accentuates the fact that the early 
subjective symptoms are often so fleeting and 
seemingly unimportant that they fail to send 
the patient for early examination. In this same 
article Dr. Jackson emphasizes the importance 
of the two types of examination, i. e., the Roent- 
gen-ray examination and the esophagoscopy. 

The diagnosis of cancer of the esophagus by 
the x-ray has unquestionably been a subject of 
just criticism. The technique at first was crude 
and consisted simply in observing fluroscopically 
the patient swallow an opaque fluid. Even care- 
ful examination would not detect slight evidences 
of obstruction. Accordingly, it has been con- 
sidered that the x-ray would not pick up the 
evidence of early neoplasm of the esophagus 
while the amount of obstruction was small. 
Stewart, in an attempt to remedy this lack of 
accuracy, suggested that hog casing be filled with 
opaque fluid. This was a valuable suggestion but 
on account of the difficulty of its application it 


*Read before the Section on Radiology, Illinois State Med- 
ical Society, Moline, Illinois, June 1, 1927. 
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has not been used to any extent. The substitu- 
tion of a very thick mixture such as barium 
rubbed up with mucilage of acacia has resulted 
in better results on account of the longer delay 
in passing through the esophagus because of the 
stickiness of the fluid. The recumbent oblique 
position described by Dr. Manges has been found 
very useful and has added much to the accuracy 
of the examination. 

In observing the passage of the various types 
of fluids down the esophagus, small neoplasms 
will cause such minute alterations in the lumen 
of the esophagus that the lesion may escape ob- 
servation. In order to make evident such slight 
alterations in the width of the esophagus, the 
writer makes use of bougies of barium gelatine. 
Ordinary cooking gelatine is allowed to soak in 
cold water until it has swelled to its full size. It 
is then melted over a water bath and the liquid 
gelatine is mixed with barium. The barium is 
thoroughly mixed so as to avoid any grittiness in 
the resulting mass. The barium gelatine is then 
poured into a cup and allowed to jell. After 
jellification has taken place bougies are cut out 
of the barium jelly by means of cork borers of 
different sizes. There results then, bougies of 
a diameter varying from three-fourths of an inch 
to three-eighths of an inch. The patient is then 
given the smallest one of these bougies, and its 
passage from the mouth to the stomach is 
watched with the fluoroscope. Successive bou- 
gies of increasing size are then tried until the 
caliber of the esophagus has been fully tested. 
Formerly we used the barium capsules but these 
had the disadvantage that they did not outline 
well the lumen of the esophagus and if they 
did meet an obstruction were a source of con- 
siderable discomfort to the patient until the 
hard gelatine dissolved. With these soft gela- 
tine bougies, the heat of the body will cause 
them to melt in two or three minutes, so that 
even if an obstruction is encountered the delay 
does not cause the patient discomfort. If a nar- 
rowing is encountered the patient can then be 
given a swallow of the usual opaque fluid and 
the barium bougie acts as a plug at the point 
of obstruction and the lumen of the esophagus 
above is well demonstrated. With this proce. 
dure, the writer is of the opinion that very much 
smaller lesions can be detected than by the use 
of the fluid and that their employment offers a 


very useful addition to the other methods of 
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fluoroscopic examination. The lumen of the 
esophagus at its various points can be very accu- 
rately gaged and the diameter expressed in 
measurements corresponding to the diameter of 
the bougies. 

The ease of the x-ray examination of the eso- 
phagus varies with the locality where the lesion 
is small. The esophagus may be roughly divided 
into three sections, the upper third, middle third, 
and lower third. Carcinoma of the upper third 
presents the greatest difficulties to the roentgen- 
ologist in his demonstration. Carcinoma of the 
middle third of the esophagus is much easier of 
demonstration than a neoplasm in the upper 
third, while the cardiac portion of the esophagus 
lends itself most easily to the examination. 

In the fluoroscopic examination of the eso- 
phagus, the favorite position is, of course, the 
left oblique. The mixture should be observed 
fluoroscopically during the passage down the 
esophagus while the patient is breathing. It is, 
of course, very useful to request the patient to 
take a long breath and hold it as long as pos- 
sible. This procedure usually pinches off the 
abdominal portion of the esophagus and while it 
introduces an apparent cardiospasm, still the 
short period of exposure permits of detection of 
small irregularities of outline. The right ob- 
lique is perhaps of even greater value, especially 
if the observation is made during full inspira- 
tion, as in this position the dome of the dia- 
phragm, when depressed as low as possible, per- 
mits of a better outline of the lower third of the 
esophagus. 

The writer has found the serial plate method 
of advantage in studying the contour of the 
esophagus during various stages of deglutition. 
This method of examination is, of course, carried 
out more easily if the patient is in either the 
prone or supine position. In the diagnosis of 
lesions of the esophagus one must consider the 
differential diagnosis between carcinoma of the 
esophagus, pharyngeal diverticulum, esophageal 
diverticulum, traumatic strictures either with or 
without a foreign body, and cardiospasm. Of 
secondary importance are intrusions produced 
by mediastinal neoplasms without actual involve- 
ment of the esophagus. 

While the clinical symptoms of pharyngeal 
diverticulum are often times suggestive of eso- 
phageal carcinoma, the x-ray examination is de- 
cisive. The esophageal diverticulum usually pre- 
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sents slight clinical symptoms and is usually 
found in routine examinations. Strictures of the 
esophagus due to either mechanical or chemical 
traumatism usually present a clear cut history. 
Ii there is a well defined history of stricture due 
to chemical trauma and there suddenly inter- 
venes a more or less complete obstruction, one 
should always consider the question of a stricture 
and an impacted foreign body. An impaction of 
either boluses of meat or other solid foods shouid, 
after the removal of the same, always be fol- 
lowed by a careful examination to determine 
whether the impaction may not be due to the 
slight closing of the lumen from a developing 
veoplasm. The differential diagnosis between 
cardiospasm or as it is sometimes spoken of as 
preventriculosis, and carcinoma is usually easy 
since the appearance of each is quite typical. 
However, there are border-line cases where the 
ingenuity of the examiner will often times be 
taxed to the utmost. 

In the attempt to diagnose carcinoma of the 
esophagus in its early stages, there should be the 
most active co-operation between the roentgen- 
ologist and the esophagoscopist. Either method 
should not be relied upon to the exclusion of the 
other, but each should be employed to supple- 
ment the other. There should be a determined 
effort to have all suspicious cases examined im- 
mediately. There should be included in the lit- 
erature of the cancer propagandists a full de- 
scription of the very earliest symptoms of the 
esophageal obstruction or perhaps we should say 
of esophageal discomfort. Only by arousing the 
general profession and the laity, will the cases 
be secured earlier. It is not in the function of 
this paper to discuss the question of the treat- 
ment of carcinoma of the esophagus further than 
to deplore the attempt at radiation therapy in 
advanced cases. It is obviously futile to intro- 
duce radium into an esophagus which is practi- 
cally closed. Theoretically radiation treatment 
should be of great advantage because the usual 
type of esophageal carcinoma is of rather slow 
growth if not irritated and does not tend to 
metastisize. Obviously, if the form of radiation 
could be applied directly to the neoplasm and 
not above it or below it, the result would be much 
better. Platinum screened radium emanations 
would seem to offer the most hope at the present 
time. Mechanical diJatation of the neoplasm is 
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condemned by most authorities. A well executed 
gastrostomy performed early in the progress of 
the case contributes much to the comfort of the 
patient and to prolonging his life. Gastrostomy 
performed as a last resort when the patient is in 
extreme pain, is usually productive of discom- 
fort and is to be considered as very ill-advised. 

Conclusion. 

1. The high mortality of cancer of the eso- 
phagus is a reflection on both the diagnostic and 
surgical ability of the profession. 

2. A conscientious effort should be made to 
induce patients with esophageal symptoms to 
seek an early examination. 

3. The roentgenologist should study and ap- 
ply all the refinements of his art towards secur- 
ing an early diagnosis. 

4. There should be the most intimate and 
cordial co-operation between the roentgenologist 
and esophagascopist in the study of this condi- 
tion. 

5. The application of unfiltered radium in 
the esophagus should be deplored. 

6. Gastrostomy should not be recommended 
in terminal stages of the disease. 


DISCUSSION 
Dr. E. G. C. Williams, Danville: 


Dr. Hickey’s 
presence here as our guest is significant from two 


viewpoints. One is that he has given an excellent talk 
which has covered so much concerning the diagnosis 
of cancer of the esophagus. There is not much left 
for discussion. 

I think one of the significant points is that it gives 
an impression of the increase in value and use of 
radiology in the teaching of medical work. In our 
county every year we make a survey of the physicians 
in the county as to average year of graduation and 
average age. The average age of the physicians in 
our county is fifty-three. The average year of gradua- 
tion is 1901. Having been graduated in 1910, I am 
relatively one of the younger ones. 

In 1910, when I graduated from the University of 
Michigan, our class was led to the basement of the 
hospital where we saw an x-ray, some sparks, some- 
thing through a fluoroscope. That was all the teach- 
ing there was. Dr, Hickey’s predecessor was a man 
of unlimited power for work and immediately started 
building up the department. As a result of his work, 
that of Dr. Hickey and other men working in the 
medical school, they have developed such technique 
as has been shown us this morning for the diagnosis 
of these conditions. 

He has left little for discussion, and if I may I 
would like to thank Dr. Hickey for appearing among 
us, 

Do you use atropine in the differential diagnosis 
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between cardiospasm and carcinoma? I would like to 
also make inquiry regarding the legal side in some 
of the accident cases or cases of death among indus- 
trial people in connection with cancer of the esophagus. 
I know Dr. Allison, of Danville, has had some ex- 
perience in the past month concerning which he may 
make some remarks. 

Dr. Emil G. Beck, Chicago: Some years ago I was 
fortunate enough to be in New York City when a 
symposium on carcinoma of the esophagus was given 
by the celebrities of the East. 

It started with Dr. Ewing, who showed post mortem 
specimen of esophagus cases, and Dr. Jackson demon- 
strated the method of examination of the esophagus 
by means of the esophagoscope. A medical man and 
a roentgenologist showed how to apply radium in the 
esophagus. Then William Meyer read a paper on the 
surgical treatment of carcinoma of the esophagus. I 
will repeat what I said when asked to discuss: I said: 
“If I had cancer of the esophagus I would first go to 
Dr. Cole and Dr. Jackson to have it diagnosed. Then 
I would have it examined by Dr. Rinehardt, then 
operated by Dr. Meyer. Then I would get the post 
mortem specimen from Dr. Ewing.” 

So it is with the art of treatment. Dr. Hickey, I 
believe, said there should be no unnecessary surgery 
done because the patient is very miserable as it is. 
I too believe the patient is better off with morphin and 
without operation. I made some attempts several years 
ago in the treatment of carcinoma of the esophagus by 
means of surgery. I made a wide incision in the 
stomach transversely so I could inspect the entire 
inner surface of the stomach, including the cardia, 
with the speculum. With a carcinoma seated very near 
the cardia radium was applied directly to the opening 
under direct inspection. We operated on four cases 
in that way. One of them lived two years and three 
others died several months after the operation. 

Dr. Thorek of New York, some ten years ago, re- 
moved a tumor from the esophagus of a patient who 
is still alive. 

Dr. Aaron Arkin, Chicago: There are a few points 
regarding esophagus carcinoma which I would like to 
mention. One is, that the carcinoma rarely produces 
metastases. I have had occasion to see twenty-five 
esophagus carcinomas. I have been impressed that 
metastasis rarely occurs if a method could be devised 
for reaching the esophagus; hence these cases would 
offer excellent prospects of cure. 

I had occasion to see a very interesting case six 
months ago with carcinoma of the right breast. It 
had been operated on five years ago and was an appar- 
ently cured case. The woman was getting along well 
until she developed difficulty in swallowing. She came 
to the first medical clinic of the University of Vienna. 
On examination, I was greatly surprised to find a 
complete darkening of the right thorax. The history 
of the operation and the scar gave us a clew as to 
the diagnosis in this case. We made the diagnosis 
of carcinoma of the pleura secondary to carcinoma of 
the breast, and suggested that a puncture be done. 
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This was done and 1500 cubic centimeters of a hemor- 
rhagic fluid obtained from the right chest. 

Following that puncture a very interesting picture 
was found, numerous horizontal fluid levels, indicating 
free fluid with various carcinomatous pleurisy adhe- 
sions. We gave the patient barium in liquid form and 
found a stenosis of the esophagus. At one of the 
fluid levels the esophagus ended in the form of two 
points, was slightly narrowed, rather sharply outlined, 
not zigzag or rat-eaten, as we expect in a malignant 
carcinoma of the esophagus. The fluid happened to be 
at this level (illustrating). I suggested to the clinician 
he do another puncture and see the patient the next 
day. The stenosis remained at the same level. The 
patient was transferred to the Eiselsberg clinic. We 
made the diagnosis of a carcinoma of the pleura sec- 
ondary to carcinoma of the breast with extension to 
the mediastinum and secondary stenosis of the eso- 
phagus. The pleura carcinoma had surrounded the 
esophagus and constricted it, as was shown by the 
autopsy done one month after operation. Death was 
due to pneumonia. 

The mucosa was intact, the esophagus had been 
surrounded and constricted as though tied with a 
string. 

I have seen no such case in the literature. It has 
not been published, but I think it is interesting. It 
illustrates that following carcinoma of the pleura, even 
on the right side, the process can extend to the 
madiastinum, surround the esophagus and compress it, 
as I showed. 

In twenty-five cases of esophagus carcinoma which 
we saw in three and one-half years, we found that 
carcinoma of the esophagus was much more common 
in men than in women. One out of three cases were 
in women. 

I wish to emphasize the possibility of peptic ulcer 
of the esophagus. I have seen three cases where we 
could demonstrate the ulcer. One was associated with 
cardiospasm. One word about cardiospasm. I have 
seen two cases of ulcer of the stomach with a reflex 
cardiospasm. A third case of cardiospasm was asso- 
ciated with a carcinoma of the pyloric region. 

Dr. O. W. Allison, Danville: What proportion is 
there of cases of carcinoma of the esophagus in which 
there is no stricture? 

I wish to mention a case of a man of fifty or sixty 
years of age who died without any stricture; only 
difficulty in swallowing. There was no stricture, no 
regurgitation of food, only stomach contents came up 
and that was vomited. This was a medico-legal case 
and I feel sure he had no carcinoma of the essophagus. 

Dr. Henry Schmitz, Chicago: Whenever Dr. Hickey 
reads a paper we learn something and I am happy to 
be present this morning to listen to Dr. Hickey. 

Two thoughts came to my mind while he was read- 
ing his paper. The first one was: “Why is it that we 
see cancer of the esophagus so late?” The second one: 
“Is radiation really an indicated treatment. Carcino- 
mata of the esophagus are seen by me in the medical 
and surgical departments of the Mercy Hospital in a 
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consulting capacity as the radiation therapy depart- 
ment is attached to the department of gynecology. 
The observation is that these patients usually come 
very late for diagnosis and treatment. The first symp- 
tom the patient usually noticed was a difficulty in 
swallowing a rather large morsel of meat. This often 
may have occurred from four to six months prior to 
admission to the hospital. This seems to be the first 
sign and the medical profession must recognize it and 
pass esophageal bougies, and have fluoroscopic and 
X-ray examinations made of the esophagus while an 
opaque solution is passing down the gullet. Only then 
can we render an early diagnosis. 

The result of treatment in the advanced cases of 
carcinoma of the esophagus can only be a palliative 
one. The esophagus should be dilated or a gastrostomy 
may be performed to prevent death by starvation. 

Radiation treatment also is only palliative. Should 
radium or x-rays be used? We employed every pos- 
sible technique in the application of radium either in 
capsules or needles. The conclusions are that radium 
is not the method of choice in the palliative treatment 
of esophageal cancer. However this is not the fault 
of radium, as a localized cancerous lesion of the eso- 
phagus can be successfully arrested with radium but 
the disseminated carcinoma cannot. Recently we have 
attempted to treat such cases with short wave x-rays. 
Whether the results promise better palliation I do not 
as yet know. Two patients are under our care at 
present. The impression appears to be that both pa- 
tients swallow better and are perceptibly relieved of 
pain. They have also gained in weight and strength. 

Dr. O. W. Allison, Danville, Ill: I just want to 
ask one more question. How soon may we expect 
that difficulty in swallowing? 

Dr. Preston M. Hickey, Ann Arbor, Mich.: It seems 
to me with regard to radium treatment in the esophagus 
that you have, for example, a certain point of obstruc- 
tion; at this point you place a radium capsule and it 
lies above the point, then the radium is influencing the 
more or less normal mucosa and you are really not 
treating the carcinoma. We will not get very far in 
the treatment of carcinoma of the esophagus by x-ray 
or by radium unless we get the lesion at a much 
earlier date, before you have the problem of ulcera- 
tion. Because with ulceration, perhaps intensified by 
the radium treatment, you get a perforation and medi- 
astinitis, which is very rapidly fatal. 

I was struck, in looking over the literature, by the 
reports of an eastern clinic, where they see many cases 
of carcinoma of the esophagus. The cases presented 
themselves so late that the average duration of life 
was only about a month or two months. _ 

Referring to what Dr. Beck said about gastrostomy, 
I think the operation devised by Dr. Wetzel gives the 
patient much relief. We had half a dozen of these 
cases in the last year, and the patients gained weight 
and left the hospital in much better shape than when 
they came in, because the carcinomatous tissue is put 
at rest. I have a photograph of one man who is able 
to feed himself and who has gained weight. 
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With regard to the proportion of males to females, 
I think it runs in various clinics about twelve to four 
so that the preponderance of male patients is really 
striking. 

With regard to the question as to when obstruction 
occurs in swallowing, I think it can occur quite early. 
You may have a growth which interferes with the 
musculature of the esophagus even before you have 
actual obstruction to the lumen. I think the important 
thing about all this is to stress the symptoms of car- 
cinoma of the esophagus to the lay public. 

The lay literature says, “If you have a smal! 
lump in the breast or if you have bleeding other than 
at the menstrual period, go to see your doctor.” If 
you could get the laity impressed with the fact that 
they should be examined when they have, as Jackson 
puts it, discomfort, even though it may be fleeting at 
times, much more could be done. I think Dr. Jackson 
in that monograph published in the American Journal 
of Medical Science of 1925 gives among the earlier 
symptoms “the fleeting discomfort.” If we could get 
that idea in the literature of the cancer propagandist, 
we may probably be able to do something for a condi- 
tion which at the present time, I think, is a sad re- 
flection on the medical profession. 

I would like to thank this section for the very 
generous reception they have given me and to express 
my pleasure at being here. 





THE IRIDOTASIS OPERATION FOR 
GLAUCOMA* 


(Some deductions after eight years.) 


MICHAEL GOLDENBURG, M. D. 
CHICAGO 

This report is an attempt to briefly outline 
some observations and surgical experiences with 
the glaucoma problem. In the 105 cases here 
recorded, the iris incarceration technique (iri- 
dotasis) was used, with results that may be read- 
ily interpreted. To submit a minute detail re- 
port in every case would require much space; 
monotonous repetition that would seem unneces- 
sary. In the summary charts presented it has 
been the aim to depict the factors of greatest 
import to those interested in the glaucoma syn- 
drome, particularly from a surgical standpoint. 
The indications and surgical technique used have 
been reported by this writer in previous papers' 
and may be ignored at this time. 

The antagonistic arguments presented by some 
writers, based on the unsurgical principle in- 
\olved, that is, the incarceration of the delicate 





*Read before the Section on Eye, Ear, Nose and Throat, 
Illinois State Medical Society Meeting, Moline, June 1, 1927. 

1. American Journal of Ophthalmology, September 1920. 
American Journal of Ophthalmology, May, 1923. 
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iris tissue in a limbal wound, would appear to 
have run its course, Although some still insist 
on maintaining this attitude, it is not based on 
clinical results, which, after all is said and done, 
is the only factor that interests the sufferer with 
glaucoma. One may grant to the speculative 
theorist grounds for academic discussion, but 
such discussion should not unduly influence the 
clinician. The resultant value of this operation 
has been thoroughly demonstrated to this re- 
porter for more than eight years.. That this or 
any other operation devised is not a cure-all for 
glaucoma, all reporters of clinical experience will 
agree; no more than a decompression operation 
is a cure for an intracranial neoplasm. That we 
frequently overcome the symptoms resulting 
from fluid accumulation by more simple surgical 
means must also be conceded, but that we have 
not permanently removed the factor which per- 
mitted or caused this fluid stasis must be ad- 
mitted. In fact, I am inclined to think that 
some relapses met with shortly or some time after 
a well performed operation has been done, are 
nothing more or less than the precipitation of 
another glaucomatous attack. The manifesta- 
tion of symptoms being due to an inadequate 
avenue for fluid escape present or established by 
the surgical procedure. 

I have at this time under observation three 
cases that pertinently illustrate these points. 
These cases were operated on about four years 
ago; the intraocular pressure has been contin- 
uously below 25 mm. Hg., by Schiotz, yet they 
frequently report vague and indefinite symptoms 
which one may flippantly attribute to neuras- 
thenia, but I am inclined to think that they have 
repeated attacks of drainage interference. The 
eyes remain white, subconjunctival drainage is 
distinctly evident, and vision is retained. 

On the whole, my personal experience with the 
iridotasis operation has been very favorable; by 
that I do not mean to infer that every case has 
been as happy as one would desire. But I am 
firmly convinced that this operation has given me 
less grief over a longer period than any other 
operation so far devised. 

Dr. Johan Borthen of Bergen, Norway, in a 
personal communication, makes the following 
statement (verbatim) : 

“T myself have since 1908 made 426 iridotasis 
operations and the results have been so good that 
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I have not been tempted to use other operations 
when only the eye has not been inflamed or the 
iris atrophic.” 

In analyzing the following charts due consid- 
eration must be given to the fact that many of 
the cases here recorded are from my service at 
the Illinois Charitable Eye and Ear Infirmary, 
where the very worst type of cases from all over 
the state eventually migrate. Many of these cases 
should have been enucleated, but an attempt was 
made to ascertain if drainage could be estab- 
lished by this procedure. 

The value of this operation in the different 
types of glaucoma may be briefly summarized as 
follows: The results are more brilliant in the 
congestive (inflammatory) type, and less brilliant 
but equally favorable in the non-congestive (sim- 
plex) type. It would seem that the higher the 
intraocular pressure the greater the drop after 
cperation, which also seems to be borne out by 
experimental evidence. 

There is still much debate on the incident of 
drainage following this operation, some contend- 
ing that drainage takes place into the subcon- 
junccival spaces, while others hold to the theory 
that the traction of the iris upward widens or 
stretches the spaces of Fontana below, thus per- 
mitting a freer intraocular escape of the aqueous. 
Dr. Borthen is of the latter opinion and has sub- 
mitted the following experiment to maintain his 
theory: In a blind eye with marked elevation 
of pressure over a long time, he incarcerated the 
iris in a corneal incision near the limbus. To 
exclude any possibility of subconjunctival drain- 
age he later further sealed the prolapsed iris with 
the electro-cautery and the tension has remained 
down for a number of years. 

My own observations would lead me to the 
deduction that the subconjunctival drainage was 
of greater import in the congestive (inflamma- 
tory) type. I have many cases under constant 
observation where this drainage is very evident. 
However, I am inclined to think that in the non- 
congestive (simplex) type, the intraocular chan- 
nels may be of greater import. Here the an- 
terior chamber is much deeper, the anterior 
peripheral synechia more uncommon, and the iris 
traction alone may be sufficient to reestablish the 
equilibrium between production and escape of 
the aqueous. 

In view of these varicus opinions on this phase 
of the question, one may say that in a great many 
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cases drainage definitely takes place into the sub- 
conjunctival spaces and at the same time the 
widened spaces of Fontana are in all probability 
also utilized. In those cases where definite evi- 
dence of subconjunctival drainage is absent and 
the tension remains low, the iris angle is prob- 
ably of greater import. 
CHART I 
Tridotasis Operation for Glaucoma. 


Classified as to age in this series. 
Under Under Under Under Under Under 


2 10 20 30 40 50 
4 0 0 0 6 18 
Under Under Under Under Total 
60 70 80 90 
39 24 18 1 105 
Extremes of Age. 
Age Average for the 
Earliest Age Oldest Series. 


2 at 4 months 1—81 55.4 
1 at 5 months 


1 at 14 months 
Division by Sex 


Female Male 
40 65 

CHART il 
Type of Glaucoma in which the Iridotasis Operation 

was used, 
Cotmenital CRUGUUR Us) oisieicis ois oscce cae cetecescceeenns 4 
PIGEON GOMER A UIIOE) 6 5 oc 0 ss swency cn Cease aneees 27 
COBRCSTS LIRMAMIEUES) 6.56 65 666 68s o snide nse ee snveeees 60 
RI so nigse wie occa 6.9050 was e's) ale's siaressiainiede nreppeleleauenbtace 7 
DUR) AMR 65 nicne cont) a ciie ea seus aaa keene s 7 
AR soos oc eaWan cee ee cae Ree Fs Rha ON Aleeiaeninaere aie 105 


CHART III 
Intraocular Pressure 


Average, Before and After Operation. 
Before After 


Type 

Congestive (Inflammatory)............+..ee0. 51% 21 
Not-congestive (Simplex)........cecsscseccess 40% 221 
GOGORGAEY x s8ieis.c-60-<0% ARNE AirnOW in Morera 50% 2214 
ae cS ee era rr ae ie 424% 1934 


CHART IV 


The Lowest and Highest Intraocular Pressure Before 
and After Operation. 


Greatest 
Before Before After After Excur- 
Type Lowest Highest Lowest Highest sion 
Congestive .... 83% 81(21) 7% (41) 37 60 


(Inflammatory) 
Non-congestive. 74 (27%) 51%4(54) 43% 
(Simplex) .... 15* 77(88%4) 934(85) 
Secondary .... 48 70(15) = 15 30 60 
*In this case vision was good in right eye and nil in 
left, with cupping and perimetric contraction, but after 
use of adrenalin, tension went up in right eye. 
The figures in brackets to the right indicate the 
intraocular pressure before or after operation in the 
individual case cited. 


Case Longest Under Observation. 


M. L. Iridectomy of left eye in 1911. Vision 20/65; 
last tension 38. 
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Iridotasis of right eye March 28, 1918. Vision 
20/25.2; last tension 18. 


Complications 
Results 
1 Enucl. (C. C.) 


1 Enucl. (E. E.) 
1 Enucl. (C. B.) 


Severe Hemorrhages 

Lens Injured 

Choroidal Hemorrhage 

Could not prolapse iris 

Diabetics 

Enucleations 

Cases operated in 
cataract 

C. C. Posterior synechia present, iris could not be 
drawn into incision and very severe hemorrhage fol- 
lowed from development of vessels on iris. This eye 
had a tension of 53, with absence of light perception 
and projection before operation. Later enucleated. 

E. E. Lens capsule ruptured during operation. Ten- 
sion remained up, wound bulged and later had to 
remove lens in a dirty field. Eye remained irritable 
for a long time, later enucleated. Light perception and 
projection absent prior to operation. 

C, B. Eye had been injured twenty years ago. As 
keratome was withdrawn, aqueous escaped and eyeball 
collapsed followed by excruciating pain. Later enu- 
cleated (Choroidal hemorrhage). 

Mrs. B. Result good for some time, later would not 
adhere to diet or permit blood chemistry for sugar 
content or injection of insulin. 

In all the cases where enucleation was the final 


result, operation was advised for the relief of 


1 bad (Mrs. B.) 
All very bad eyes originally 


presence of Good 


pain only and possibly saving the eyeball for the 


cosmetic effect. Hemorrhage as a rule is from 
the incised conjunctiva, and is of no serious 
import; when very severe it is usually from newly 
formed vessels on the anterior surface of the iris 
that can be seen before operation. 

Inability to prolapse the iris is usually due to 
old posterior synechia which cannot be released 
(undue manipulation may result in rupture of 
the lens capsule) or an atrophic iris. 

Diabetics are always a hazardous risk. Cases 
in which tension was again elevated after opera- 
fion and had to be reoperated, of which we have 
record: 7%, 

Tn these cases the iris was again prolapsed at 
another point at the limbus. 


GENERAL SUMMARY 


Relative to the results to be expected in the 
different types following the use of this operation 
—in the congestive or inflamamtory type, the 
results are brilliant, pain is relieved almost at 
once, and with it a rapid improvement of all the 
symptoms. The hospitalization period is much 
shorter and vision more rapidly restored. 

In the non-congestive or simplex type the im- 
mediate results are naturally not so brilliant. 
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Most of the cases of this type that I have oper- 
ated on have been in the very late stages. The 
history invariably elicited in these cases dis- 
closed frequent change of glasses by an op- 
tometrist or a medicinal regime over a_ long 
period. Nerve fibres destroyed by the elevated 
intraocular pressure, be it constant or inter- 
mittent, cannot be expected to again function. 
In some cases vision later may even appear 
diminished and perimetric fields more contracted. 
but I am confident that in these cases many 
fibres that were still feebly functioning prior to 
the operation were beyond recovery and were 
eventually entirely destroyed. 

In the congenital or buphthalmus type, my ex- 
perience has been limited, and what I have had 
has not been brilliant. The great difficulty in 
retaining the prolapsed iris in the limbal wound 
is due to the very thin flaccid sclera. When suc- 
cessful the ballooning of the prolapsed iris is at 
times immense. I now aim to prolapse the iris 
at two different points through separate small 
incisions. 

In the secondary type I have used this pro- 
cedure seven times with very good results. Of 
course it is understood that no glaucoma opera- 
tion should be attempted in this type of case 
unless imperative and all other efforts to treat 
the cause to reduce the pressure have failed. 

104 S. Michigan Avenue. 





THE RELATION OF A STATE CHILD 
HYGIENE PROGRAM TO THE PRAC- 
TITIONER OF MEDICINE* 


Grace S. WicurMman, M. D., 


Chief, Division of Child Hygiene, State Department of 
Public Health 


SPRINGFIELD, ILL. 


The State Department of Public Health is a 
medical organization. Its staff is composed al- 
most entirely of physicians secured from the 
ranks of the general profession of medicine. 

In general, the purpose of the official health 
agency may be said to be the conservation and 
improvement of the health of the citizens of the 
state, in so far as the laws of the state make this 
possible. In all of its duties, a health agency 
must constantly make use of the knowledge 
which has come through centuries of patient toil, 


*Read before the Section on Public Health and Hygiene, 
Illinois State Medical Society, Moline, June 2, 1927. 
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research, and observation in the field of medi- 
cine. 

These statements are made to emphasize the 
fact that, while the viewpoints of a health officer 
and a private practitioner of medicine may be 
different as to methods and scope, they must be 
similar in objectives and achievements. We 
have had the same training, we share the same 
traditions and difficulties, and it is regrettable 
that even the least misunderstanding should 
have come about to delay the work which can be 
done only by these two branches of medicine 
working together. 

The health officer has devoted his efforts to- 
ward education of the mass of the people in the 
prevention of disease, while the physician has 
been concerned with the care and cure of the sick 
individual. There have been, so far, two rea- 
sons: First, because the most needed measures 
for the conservation of public health could be 
brought about only by concerted official action, 
as in the sanitary supervision of milk, water, 
and food supplies, and law enforcement in the 
control of epidemics; second, because the most 
recent interest of the health officer has con- 
cerned the phases of personal hygiene and health 
habits of the individual. And herein lies the 
field of mutual interest. 

One often hears it stated that the general prac- 
titioner is not trained to practice preventive 
medicine. If he is not, who is? From what 
profession may this service be had? ‘True, he 
may not have been trained to think and act spe- 
cifically in this field, but he is equipped to do so 
when through a changed attitude he becomes in- 
terested in preventive practice. The doctor has 
had a training in the fundamental natural 
sciences and is accustomed to think in terms of 
biology, chemistry, and physics. Our medical 
schools have taught us to think more about dis- 
ease than about health, but practicing medicine 
makes the doctor the most adaptable person in 
the world. When he is persuaded of its desir- 
ability, he will only need to enlarge his viewpoint 
to include preventive medicine. 

This newer branch of medicine—public health 
—owes all its scientific information, upon which 
its methods are built, to the researches of the 
medical profession. It is to the study, diag- 
nosis, and reports of cases from the men in gen- 
eral practice that health officers owe the know]l- 
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edge of the occurrence, nature, and prevalence of 
the diseases which they attempt to combat and 
control. 

Public health agencies have failed, either 
through lack of appreciation of the field or 
through indifferent methods, to utilize the great 
force represented by the medical profession. The 
cfficial agency is beginning definitely to be con- 
scious of its limitations for accomplishment. It 
is beginning to recognize the vast potential force 
of the practicing physicians in preventive medi- 
cine, and to realize that all physicians are a part 
of a community health program. The family 
doctor can not be left out. First to last, he is a 
preventive agent. The general routine of good 
practice finds him concerned with the hygienic 
regime, health habits, home conditions, and best 
use of the available equipment for the cure of his 
patients. With a little change of attitude, a 
slight adaptation of methods, this well equipped 
profession could turn its interest and vast force 
into the field of preventive medicine with im- 
measurable benefit to the public, with more satis- 
taction in the kind of service rendered, with 
greater remunerative fields in which an ever in- 
creasing number of people are going to demand 
help. It is here that the health agency finds its 
work of creating the demand for preventive work. 
The physician’s part is to respond. 

It is in the field of child hygiene work that I 
shall speak more specifically of the interlocking 
interests of an official agency and the practicing 
profession. 

In our educational work through lectures, lit- 
erature and demonstrations, we try to teach 
women that the expectant mother should have 
pre-natal care, that she should place herself under 
the supervision of a physician as soon as she sus- 
pects pregnancy. And in order to have her un- 
derstand why this is desirable for her health and 
that of her baby, some explanation of routine 
pre-natal care is made to her. When she goes to 
her physician, what is his response? Does he en- 
courage medical supervision and carry out even 
the minimum routine of pre-natal care? My 
knowledge of this question in Illinois would lead 
me to believe that the greater number of physi- 
cians in general practice are not active in this 
field of preventive medicine. But it is not be- 
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cause they are not professionally equipped to 
be so. 

How many county medical societies have 
studied their maternal and infant welfare prob- 
lems with a consideration of what the obligations 
and opportunities of the profession might be? 
We teach mothers that they should keep their 
babies under the doctor’s care during the first 
year of life. Who can deny that a young, rap- 
idly-growing organism, exposed to all the haz- 
ards which the human infant may meet, does not 
constitute “a case” worthy of the most scientific 
supervision? We tell the mother that the physi- 
cian will wish to weigh the baby, will instruct 
her about nursing, will tell her when to give new 
foods, cod-liver oil, how to sun-bathe, etc., etc. 

How does the medical profession in Illinois 
respond to this phase of child health work? The 
hundreds of letters which come to us from 
mothers say, “The doctor says my baby is all 
right. He doesn’t need to see him any more un- 
less he is sick.” Then follows a line of ques- 
tions as to when to give different foods, about 
average weight for age, about sleep, about age 
for walking, etc. All this advice the mother 


should have had from the doctor and should have 


paid for it. 

At the same time that physicians are giving 
this education in preventive practice they are es- 
tablishing an intelligent confidence, a reliance 
on the part of the public in the profession. Noth- 
ing could do more to teach the public to go early 
to the doctor, to enable him to receive cases at a 
time when treatment measures will be effective, 
thus preventing the development of a following 
for the quacks and cultists. 

We teach that children should be vaccinated 
at weaning time against smallpox and diph- 
theria. One hundred twenty-five thousand babies 
are born in Illinois every year. What per cent. 
receive this attention from their doctors? Less 
than one per cent., if we may judge from esti- 
mates based on the 10,000 babies examined every 
year in our baby conferences. In spite of all the 
educational work that has been done by health 
agencies for many years there is a great unvacci- 
tiated population in Illinois. It would seem that 
health officers had expended a maximum of ef- 
fort and achieved a disappointing result. It re- 
mains for the physician in practice to vaccinate 
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his child patients before we are protected against 
smallpox. 

The same holds true of diphtheria and perhaps 
of scarlet fever. And why the baby conference? 
Health agencies have sponsored them for fifteen 
or twenty years for the purpose of educating 
mothers to the value of medical supervision of in- 
fants. Why does not the doctor so care for and 
satisfy his patients that they will not take their 
infants to these crowded, hurried baby confer- 
ences? The same is true of the pre-school child 
conference, the so-called “Summer Round-Up” 
to prepare children to enter school. Why should 
these little patients have to be brought together 
in groups to meet strange doctors for a medical 
examination? Why can they not receive this at- 
tention as individuals from their family doctors, 
who should know them well as to heredity, hab- 
its, care, ete. Why must the great majority of 
cases of diseased tonsils and adenoids, eye and 
ear defects and malnutrition go undiscovered 
and receive no treatment until revealed by school 
inspection ? 

One often hears the statement that people will 
not pay a doctor to keep them well. Is not this 
a question of education? Are there not numbers 
of physicians, especially in the branch of pedi- 
atrics, who have large practices in preventive 
work? It is in his obstetrical and pediatric 
practice that a doctor can best begin to practice 
preventive methods. A mother who has received 
pre-natal care, who has had her baby under med- 
ical supervision during its first year of life, will 
continue to demand a service for herself and her 
family that assures her the health, proper 
growth, and development of her children. 

There is the question of why the physician 
should be interested in preventive medicine. 
First, it is the greatest field for service to hu- 
manity. Can we compare the service of prevent- 
ing a child from having diphtheria with that of 
treating the case? When definite means of pre- 
vention are known, does not a new obligation 
fall upon the doctor? Second, a richly remuner- 
ative field is open to the physician. Compare the 
vaccination of 125,000 children against diph- 
theria to the treatment of 4,000 cases. Has a 
false sense of delicacy, a false interpretation of 
ethics prevented doctors from doing the educa- 
tional work which would create a demand for 
their services in the prevention of diseases? 
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Third, the signs of the times all point to an in- 
creasing demand for protective advice from the 
doctor. Again we point to the development of 
the baby conference, the well baby clinic, the 
pre-school child examination, the medical super- 
vision of school children, the floods of health 
literature disseminated through the daily pa- 
pers, popular magazines, official and unofficial 
agencies. All of these are creating a demand for 
a different type of service from physicians and 
the time is not far distant when physicians in 
general practice will do the greater part of the 
health work of a community and will be held 
morally and legally responsible for health condi- 
tions. Of course, questions which can be deal: 
with only by sanitary laws, will remain in the 
charge of official health agencies. 

Some of our medical schools are now offering 
courses in preventive medicine and there is 
much discussion by other schools as to whether 
the subject should be taught in a separate de- 
partment or as a part of general medicine, pedi- 
atrics and obstetrics. Opportunities are being 
sought for field work with the health agencies 
for students in order to give them the preventive 
and public health viewpoint. Dr. Veeder, pro- 
fessor of clinical pediatrics at Washington Uni- 
versity, St Louis, reports that he is having a 
great demand from physicians for short, exten- 
tive post-graduate courses in preventive pedi- 
atrics. Harvard, Stanford, Georgetown, Colum- 
bia, and the University of Virginia make simi- 
lar reports. 

Physicians are equipping themselves to meet 
a public demand for this service. I wish to 
quote from Dr. W. F. Draper, Chairman of the 
Section on Preventive Medicine, at the recent 
meeting of the American Medical Association in 
Washington, D. C.: 

It would be a fair question to ask in just what 
ways the practicing physician can contribute more 
to the prevention of disease than he is doing at pres- 
ent. It is believed that ways would become sufh- 
ciently apparent if the mental attitude were changed 
to include the idea. A few illustrations will show 
some of the procedures which readily occur. One of 
the first and easiest steps would be the full carrying 
out of one of the oldest tenets of medicine, which is 
to treat the patient rather than the disease. This pre- 
supposes a thorough examination of the patient and 
the discovery of any incipient disease or predisposi- 
tion which he may have in addition to, or associated 
with, the particular complaint which brings him to 
the doctor. This examination should include not only 
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the physical body, but the whole man—his habits and 
his mental worries and how he deals with them. It 
is not to be supposed that every doctor will be a 
competent psychiatrist, nevertheless present day train- 
ing should be sufficient, taken in conjunction with 
the intimate relation of confidence which should exist 


between doctor and patient, to lay the basis for some 
very effective work in mental hygiene. Thus far we 


have considered what may be done in the office and 
with office patients. When the doctor visits a family 


an immense field of preventive medicine becomes 
opened to his productive cultivation. 


It is our impression that the old-fashioned family 
doctor knew far more about his families and their 


members as regards both their physical condition and 
their mental comfort than is the case nowadays. Un- 


doubtedly an enlightened return to this more intimate 
relationship would be better for the public and also, 


as we think, for the doctor. 

Dr. Draper suggests: 

The Public Health Service has felt so strongly 
that an immense power for good was not being 
adequately utilized, that it is very desirous of helping 
along a process of evolution which although much 
hindered and delayed appears to be ultimately inevita- 
ble. It has considered whether the publication of a 
“Check List of Opportunities for Domestic Health 
Practice” would be acceptable to the profession and 
in any considerable demand by it. It would seem 
possible with suitable counsel to prepare such a list 


which should be convenient for reference by doctors 
desirous of developing this branch of medical activity. 

In closing, I wish to report that the Educa- 
tional Committee of the Illinois State Medical 
Society is at present engaged in working out 
plans with the State Division of Child Hygiene 
which, we believe, will be of far-reaching influ- 
ence in enlisting the interest and activity of the 
general medical profession of this state in the 
preventive aspects of Child Health work. Liter- 
ature is being prepared, lectures, and clinic 
courses in pediatrics and obstetrics are contem- 
plated for county medical societies. These are 
to be given at local hospitals throughout the 
state. Plans are being made for the promotion. 
through the county medical society, of pre-natal 
care and of breast-feeding of infants, and for a 
closer link-up between county medical and dental 
groups with the women’s clubs and_parent- 
teacher groups. 

DISCUSSION 

Dr. Orville Barbour, Peoria: I wish to compliment 
the essayist on the splendid presentation of a very 
timely subject. She has covered the subject so thor- 
oughly that there is hardly anything more to be said. 
There is no question, however, that the morbidity 
and mortality of childhood would be greatly reduced 
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if each child could have access to .the benefits of 
preventive therapy. If this ideal situation could be 
attained, it would add very much not only to the 
physical and mental health but also to the material 
prosperity of every community. The economic sav- 
ing alone which would result from such a condition 
would be of immeasurable value. This is a point, I 
think, that is well worth stressing when discussing 
this subject with the laity. Sometimes they can not 
see the health benefits to be derived from such meas- 
ures as these but they can see them if one points 
out that it affects their pocket book. 

There now exists undoubtedly a demand among 
an increasing number of people for medical super- 
vision and medical instruction in the care of their 
children, and it is up to the physician to meet this 
demand. There is not only a demand for medical 
supervision and medical instruction, but they seem 
to have learned to demand correct information and 
good sound advice, and they seek it until they find a 
physician who is competent to render such service. 
For that reason I think it is well worth while for 
all physicians or all medical men to equip themselves 
to the best of their ability to meet this demand from 
parents or else they will be discouraged in the efforts 
they are now after in not attaining preventive therapy 
for their children. 

I do not think I can add anything to the essayist’s 
paper except that I would like to emphasize the fact 
that I do think it is up to the physician of each 
community to get behind this movement and also to 
be leaders in the efforts to attain universal preventive 
therapy among the children of each community. 

Dr. Lloyd Arnold, Chicago: There is only one 
phase of Dr. Wightman’s paper I wish to discuss; 
, the teaching of medical students and the 
training of medical people in the idea of prevention. 
That subject cannot be given as a course in preventive 
medicine. There is no place in the curriculum for 
such a course. One cannot consider typhoid fever 
in its prevention without considering typhoid fever 
as a whole. It must be a viewpoint of the teacher; 
that viewpoint of the teacher should be the viewpoint 
of the clinical teacher. After all, unless it is definitely 
connected with the particular disease as that disease 
is treated in the clinic, the outdoor clinic, in the 
hospital or at the sickbed, unless the medical man 
considers typhoid fever in its treatment and diagnosis, 
unless he considers prevention as just one-third of 
the picture, at least, we will never get the idea of 
preventive medicine over to the medical student. 

This is a rather new idea when we speak in terms 
of medical curriculum. Those of us in medical edu- 
cation sweat with the curriculum most every spring 
as to what we are going to do with it, how we 
are going to change it, and we usually leave it alone 
after so much debate about it. The idea of preven- 
tion, I think, is discussed in every medical school 
in the curriculum committee meetings every time it 
meets, and the idea that is most prevalent in the 
minds of medical educators is that the idea of pre- 
ventive medicine must be infiltrated into each par- 
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ticular course in the curriculum, as there is hardly a 
place for such a course as an individual entity. 

Our greatest difficulty is that most of our teach- 
ers were trained at a time when the preventive idea 
was not a part of the curriculum. It is hard to get 
them to change their viewpoint. It is harder to get 
them to change their viewpoint and give preventive 
medicine its proper place in their teaching than it is 
to influence the medical student. So the greatest 
difficulty comes from the lack of the clinical faculty 
comprehending the part that preventive medicine plays 
in the training of the medical student, and I don’t 
think it will come about until we get the viewpoint 
of the clinician. 

Particularly, about child hygiene, I think that is 
probably treated best in the medical school from the 
preventive standpoint than any other one subject, 
probably also prenatal care and child hygiene, be- 
cause most of the men in these fields are familiar 
with the work that is being done by the public health 
agencies and the private agencies, and this particular 
part of preventive medicine is emphasized probably 
more than some of the more general phases of pre- 


ventive medicine. 

Dr. Frank L. Rector, Chicago: I would call Dr. 
Arnold’s attention to the fact that this question is 
very satisfactorily handled in the Vanderbilt Uni- 
versity at Nashville, Tennessee, under Dr. Leathers. 
The work on preventive medicine is correlated with 
teaching of surgery, bacteriology, hygiene, pediatrics, 
tuberculosis and similar studies. For example, if a 
case of malaria is under consideration in the depart- 
ment of medicine, Dr. Leathers sits in, so to speak, 
with the professor when the subject is being dis- 
cussed and gives the public health and preventive 
aspects of the subjects. The whole question of ma- 
laria, its transmission and control is tied in with 
the clinical side. The same methods with tuber- 
culosis, the same with obstetrics and other subjects 
with a public health phase. So that I think the time 
has passed when we need to apologize for the fact 
that preventive medicine is not being taught and 
cannot be taught because it is being taught today 
in a most effective manner. 

Dr. J. S. Templeton, Pinckneyville: I am a general 
practitioner. But the question arises as to the rela- 
tion of the State child hygiene program to the prac- 
titioner of medicine. That is almost answered, it 
seems to me, in one word, and that is, education. The 
last two speakers referred to the education of the 
student. That is all right, but I don’t think really 
any extra care is required along that line. I believe 
our educational institutions are educating the stu- 
dents as to the prevention of diseases and child hy- 
giene. There’s a world full of old practitioners, I 
am sorry to say, and some of them need a little 
educating, but the general public needs it more. 

Since I came here and heard Dr. Wightman’s 
paper, which was ably presented, I just went back 
about ten weeks when an educated gentleman, one 
of the brightest in our community, had a sister-in-law 
take down with scarlet fever. We immediately ad- 
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vised vaccination. He took it under advisement. 
I think I stand as close to that man as the average 
practitioner does to any of his patients. I never could 
get him to let me vaccinate his family of three small 
children and his young wife. What was the result? 
I explained to him that they might be quarantined 
for ten weeks or longer. One after another took 
down with scarlet fever. He objected; he said no, 
that’s something new, that he was going to take a 
chance, and he took chances all right. He was quar- 
antined from the home, I think about ten weeks, and 
they just freed him a few days ago. Now, there’s 
the trouble with the average practitioner. 

Another case comes to my mind in the neighbor- 
hood recently. I had a case of typhoid fever. A 
mother from a home near by went in and helped 
wait on the patient. I vaccinated everybody in the 
home. I thought I was doing a good clean job, but 
this mother evidently carried the typhoid fever from 
that patient to her home and gave it to her daughter. 

Now, you see so many things come up. I like 
pediatrics. While I don’t specialize in that line—I 
am not living in a town where I could—I do believe 
that this is coming along all right. The millenium 
is. not here. It is not coming tomorrow. But the 
question of a State child hygiene program is evi- 
dently one of education. I don’t think there is any 
other way for us. We must educate the public and, 
as I said, some of our physicians. 

Dr. H. V. Gould, chairman, Chicago: Dr. Tem- 
pleton is correct. If you would spend some time 
and send out literature and have speakers at county 
medical society meetings and get across to the phy- 
sicians in the community just what you are trying 
to do, it would do a great deal of good. You must 
remember that preventive medicine has advanced dur- 
ing the last ten, fifteen or twenty years, and we should 
try to bring the whole community up to our stand- 
ard or hoped-for standard. In that way you will 
get cooperation. The physicians of the community 
should know exactly what you are trying to do; not 
only that but know how: to do it. There is no man 
on earth more anxious to serve his community than 
the community physician. 





FOUR COMMON MISAPPREHENSIONS 
REGARDING THE ENDOCRINES 
AND ENDOCRINOLOGISTS* 


James H. Hutton, M. D., 
CHICAGO 


I. That endocrine disorders are strange, rare 
and peculiar conditions. 

II. That our knowledge regarding their 
physiology and the pathology and symptomatol- 
ogy of their disorders is so meager that a diag- 


*Fead before the Section on Medicine, Illinois State Med- 
ical Society, Moline, May 81, 1927. 
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nosis can be made only in the severe or far ad- 
vanced cases. 

III. That even after a diagnosis is made en- 
docrine therapy is of no value. 

IV. That men interested in this phase of 
medicine are prone to overlook pathology in 
other parts of the body in their search for endo- 
crine disturbances and that symptoms are apt 
to be erroneously interpreted as due to endocrine 
disorders. 

Regarding Misapprehension No. 1. Consider 
that there are roughly twelve of these glands. 
Life cannot be maintained without the pituitary, 
or the adrenals, or the pancreas, and probably 
not without some parathyroid tissue. The thy- 
roid is necessary to a normal life and with a con- 
siderable reduction in the output of its hormone 
we decline proportionately in our intelligence 
and physical capacity. Without the gonads we 
are little better than vegetative organisms. 

Without the proper function of these glands 
our bodies and brains fail to develop and func- 
tion normally. If these structures are of such 
great importance to our body economy does it 
not seem logical to suppose that some of them 
should occasionally fail to perform its work 
properly and that symptoms should arise as a 
result of this? 

Think of the enormous number of goiters in 
the United States, and cases of hypo-thyroidism 
are more numerous than goiter. 

Perhaps few men think of diabetes mellitus as 
an endocrine disorder but it is, being due, in part 
at least, to a shortage of the internal secretion of 
the pancreas. There are thought to be about 
500,000 diabetics in the U. S. 

If these two glands alone furnish examples of 
how plentiful are endocrine disturbances, think 
how many the other glands must add to this 
number. How many ovarian disturbances are 
seen at puberty and the menopause, not to men- 
tion cases of menstrual disorders due to ovarian 
dysfunction ! 

Regarding Misapprehension No. 2. There is 
no difficulty in recognizing the goiter that sticks 
out like a sore thumb. Exophthalmic goiter is 
recognized when the cardinal signs and symp- 
toms are present, albeit this is usually a late 
stage and recognition should occur earlier. The 
opposite condition of hypothyroidism is rarely 
recognized except when it is of such a severe de- 
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gree as to cause myxedema. Even then the con- 
dition is so seldom recognized that it is common 
for these patients to consult a number of doc- 
tors before correct diagnosis is made. Yet there 
is hardly any condition admitting of such easy 
and positive diagnosis if a man cares to familiar- 
ize himself with its signs and symptoms. 

Addison’s disease is a rare affair. It is also a 
terminal affair. We should be on the lookout for 
these same symptoms in milder form as an evi- 
dence of functional hypoadrenia. 

Ovarian disorders, especially the deficiencies, 
should be recognized from the history and the 
symptomatology. Little laboratory work is 
needed. A careful history and physical exami- 
nation will usually suffice to make the diagnosis 
if one is familiar with the available facts re- 
garding the functions of these organs. 

Parathyroid disorders, at least the deficiencies, 
are recognized by the symptoms of tetany and a 
low blood calcium. It is probable that they are 
concerned in many ulcerative states and in some 
cases of hay fever and asthma. Their recogni- 
tion is more difficult and uncertain but enough 
facts are available to make us think of and look 


for disorders of these glands. 
Regarding Misapprehension No. 3. Few men 
would argue that endocrine therapy is of no 


avail in myxedema. Cretinism furnishes an- 
other example of the value of thyroid medication 
provided it is begun in early life. It is of 
greater value in milder degrees of hypothyroid- 
ism. 

Most of us are familiar with the relief of dis- 
tressing symptoms of the menopause by ovarian 
therapy. Results of the treatment of ovarian 
disorders occurring at puberty are even more sat- 
isfactory. The functional amenorrheas also 
yield brilliiant results. 

The endocrine treatment of Addison’s disease 
yields better results than any other form of treat- 
ment but these are comparable in no way with 
the results to be obtained in the treatment of 
tunctional hypoadrenia that follow “flu” or other 
acute infections. 

Insulin is the greatest aid we have ever had in 
the treatment of severe diabetes. 

Endocrine therapy differs from no_ other, 
either medical or surgical, in that results are 
good in proportion to the earliness with which 
the condition is recognized and the promptness 
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and thoroughness with which treatment is initi- 
ated and carried out. Most critics of endocrine 
therapy overlook the fact that it is specific medi- 
cation! One can no more cure a pituitary defi- 
ciency by giving the patient gonad than he can 
cure lues by giving the patient quinine! 

Regarding Misapprehension No. 4. The man 
who attempts endocrine diagnosis and therapy 
must of necessity pay particular attention to the 
body as a whole and be as nearly certain as pos- 
sible that the patient’s complaints are due to en- 
docrine dysfunction before he uses endocrine 
products. 

In no other field of medicine or surgery is an 
accurate and detailed history of greater value 
than in the study of endocrine disturbances. 
Years ago the immortal John B. Murphy said to 
a student, “Let the patient tell the story and he 
will tell you what his trouble is.” That is par- 
ticularly applicable in the field of endocrine dis- 
orders. The well trained endocrinologist knows 
that it is a waste of time to hazard a guess that 
the patient’s abdominal distress is due to ovarian 
insufficiency and to undertake treatment along 
that line when the trouble may be a chronic ap- 
pendix, just as much as it is a waste of the pa- 
tient’s time and money to remove the appendix 
when the trouble may be due to ovarian insuffi- 
ciency. Don’t overlook the fact that useless sur- 
gery of this particular brand is of much more 
frequent dccurrence than is useless endocrine 
therapy. Endocrine therapy holds no parallel to 
mistaken surgical diagnosis. The most enthusi- 
astic endocrinologist is probably less of a menace 
to society than is the enthusiastic surgeon. Cer- 
tainly he is less apt to do irreparable damage. 
Every branch of medicine and surgery should 
follow DeLee’s admonition “let us first do no 
harm.” 

The endocrinologist is on trial before the 
profession and he must use not only the precau- 
tions that every conscientious doctor uses in 
making a diagnosis and advising his patient, but 
additional precautions to make sure that none 
of his colleagues find him “in error.” At the 
present time more stigma attaches to a mistaken 
diagnosis in endocrine disorders than in any 
other field of medicine. 

The endocrinologist must be just as certain as 
facts will allow before he makes a diagnosis of 
endocrine disorder and he must be sure that 
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treatment of an endocrine nature, if undertaken 
or advised, is either the only treatment indicated 
or is specifically labelled as being the treatment 
of the complications or sequellae of some more 


common condition or syndrome. 





INTRAOCULAR HYPERTENSION — RE- 
LIEVED BY THE REMOVAL OF 
FOCAL AND SYSTEMIC 
INFECTIONS* 


C. W. Geiger, M. D., anv J. H. Rotu, M. D., 
KANKAKEE, ILLINOIS 

We intentionally omit any review of the etiol- 
ogy, pathology and symptomology of glaucoma. 
This has been discussed in detail by our most 
widely accepted authorities. It is commonly 
agreed that the situation which confronts the 
ophthalmologist in very many of his glaucoma 
cases is so desperate that any measure of relief 
that can be offered, even the slightest addition to 
our means of treatment is gladly welcomed. We 
do not propose anything new; we only wish to 
call your attention to an important feature that 
may sometimes be overlooked. 

We do not wish to enter into any discussion of 
the relative merits of the operative and the non- 
operative procedures in the treatment of glau- 
coma. Both methods have often enough met 
with disappointment both for the patient and 
the ophthalmologist. We have been open minded 
and have been impartial to both methods of treat- 
ment. When the medical treatment failed as 
was shown by sustained ‘or only moderately re- 
(luced tension, decrease in the perimetric fields 
and reduced vision we resorted to surgery, which 
latter procedure did not always meet with suc- 
cess. Formerly at times when we had exhausted 
almost every means recommended by the authori- 
ties we began in desperation to ferret out infec- 
tions and in a large majority of cases found the 
object of our search, it may have been focal or 
systemic, but we usually found some evidence. 
Then we began to reverse the order of our search 
looking for the infection early while we were 
arrying on our medical treatment. In this we 
were rewarded, but the elimination of the infec- 
tion alone did not always give us the desired re- 
sulis. Here we may question the cooperation 
that was had from our consultants. All physi- 


*Read before Section on Eye, Ear, Nose and Throat, Illinois 
State Medical Society, Moline, June 1, 1927. 
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cians are surprised after repeated and exhaustive 
examination to stumble on some small foci of 
infection that had previously escaped their no- 
tice. 

At this point we wish to take exception to the 
attitude of the average dentist and this is the 
type of dentist with whom we must most fre- 
quently consult. His aim is the conservation of 
every tooth that is solid enough to sustain a 
mechanical repair. Whereas the ophthalmologist 
is constantly endeavoring to have the patient rid 
himself of the slightest foci of infection. It is 
only upon insistence due to radiographic find- 
ings that the dentist will shift responsibility and 
remove the offending factor. Again our general 
consultants may miss obscure conditions, whose 
elimination might prove of inestimable value to 
the patient and the ophthalmologist. 

We do not propose to contend that systemic 
or focal infection may or does play a very impor- 
tant role in the production of glaucoma. But as 
long as we are in doubt as to the etiology of glau- 
coma it is one of the elements that is deserving 
of consideration. Lagrange’ maintains that hy- 
pertension in an eye denotes a sick eye in a sick 
hody. Risley? says that glaucoma in a disease 
coming on at an age when wear and tear, har- 
rassing vicissitudes, misfortunes, exposure, over 
work and vicious living have sapped the physio- 
logical foundations of life, when infections have 
found entrance to the structures of the organism 
through the doorway of the epithelium and when 
a variety of toxic, auto-toxic and other influences 
have set up vascular and cardio-vascular dis- 
eases, associated nephritis, uveitis, high blood 
pressure, etc. Glaucoma in fact rarely occurs in 
an individual in good general health. 

Magitot and Baillart*® do not believe that the 
hypertension is due to sclerosis of the angle. 
They do not agree that the occular precedes the 
venous hypertony but that the reverse is true. 
They try to establish the fact that a previous in- 
flammation is present in the veins of the eyes. 
We believe that the most logical course of such an 
inflammation would be some sort of. infection 
either directly or distantly associated with the 
eye. Malling‘ claims that many cases diagnosed 
as primary glaucoma are really secondary to 
changes in the uveal coat and more especially 
the ciliary body. 

In the mechanism of preglaucomatous condi- 
tions Gradle® suggests. 1. Anatomical predispo- 
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sition. 2. An accidental lack of tone in the 
vasomotor sympathetic nerve fibres between the 
cavernous plexus and the eye. 3. Repletion with 
blood of the cavernous spaces of the eyeball. 4. 
A rise in the systemic blood pressure as a result 
of an emotional crisis or other causes. 5, In- 
creased transudate into the vitreous. 6. Pushing 
forward of the diaphragm of the eye and closure 
of the filtration angle. 

Pesme® in a slit lamp study of the iris in the 
early stages of glaucoma found atrophy of the 
iris from the first. But more important was a 
cloud of fine brownish pigment which was de- 
posited on the under surface of the cornea and 
the anterior surface of the lens. This dust like 
pigment was vastly different from that found in 
iritis. ‘There was a fresh shower of this pig- 
ment with each rise in tension. However, he did 
not venture an opinion as to the probable cause 
of this pigment. 

Thomas’ reported two patients in whom hyper- 
tension was relieved by the removal of focal in- 
fection and appropriate medical measures. He 
believes that many cases of glaucoma can be 
avoided by attention to focal infection. 

Arnoux® finds that primary glaucoma coexists 
with syphilis although he hesitates to say that it 
may be a direct manifestation of the disease. 
Charlin® in a study of 100 patients as regards the 
connection between glaucoma and changes in the 
vascular tissues, found 90% showed changes in 
the heart and vascular tissues. He is of the 
opinion that 60% of the cases in his series 
showed definite or probable syphilitic manifesta- 
tions. He concludes that glaucoma is based on 
diseases of the vascular tissues of the eye. 
Although there is no constant connection 
between increase of intraoccular tension and 
increase in the blood pressure he _ be- 
lieves that 90% of glaucomatous patients are 
systemically diseased. Carlotti’® emphasizes 
the necessity of exact history taking, serological 
tests and above all examination of the cardio- 
vascular system. He reported eight cases of 
glaucoma definitely syphilitic. 

Many conservative men prefer to follow their 
patients, especially the very elderly, by instilla 
tion of miotics and internal medication. Often 
after an operation in which the tension is low- 
ered to normal limits we find the fields and 
vision gradually fail until total blindness ulti- 
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mately results. Perhaps the tension was respon- 
sible for the initial loss of vision, but with the 
occular contents subjected to sustained insult, 
even though the tension is lowered, the tissues of 
the eye are left in such a depleted condition that 
they more easily fall prey to the attacks of toxins 
from local and general infections. Many times a 
searching examination for focal and systemic in- 
fections may produce delightful results. 

Report of cases. 

Case 1. M. E. K.; female; aged 36; single. 

May 11, 1918. Last night noticed that her left eye 
watered and at 4:00 a. m. was awakened by severe 
pains, feeling of pressure and marked loss of vision. 
Examination shows pupil dilated; periocorneal vessels 
injected. Lachrymation, photophobia and increased ten- 
sion. Diagnosis acute inflammatory glaucoma. Details 
of the fundus obscured. 

Vision: R. 15/30; L. 15/200. Rx, eserine. 

May 12. Eye better, tension better. 

May 13. Left eye redder; tension 53; vision 5/200. 
Attempted iridectomy under local anesthetic but iris 
retracted too far upward and had to be satisfied with 
evacuation of anterior chamber contents. 

May 16. Right eye red, lachrymation, pain, tension 
63. Consulation. Iridectomy of right eye, local anes- 
thetic, urine-albumin. 

May 17. Tension both eyes better. 

May 20. Tension of right eye up. Paracentesis of 
right eye and evacuation of bloody fluid. 

May 21. Tension of right eye much better. 

May 29. Tension of left eye up, lens swelling. Para- 
centesis of anterior chamber. 

May 31. Left lens removed. 

June 17. Left hospital. Can open eyes and look 
around. Most of capsule absorbed. Redness gone. 

July 8. Eyes much better; right 6/120. 

August 7. R. 15/200; L. 2/200. 

September 13. Tension, R. and L. 42. Had ton- 
sillitis one week ago and eyes have been worse since. 
Coagulation time 7 minutes. Rx. Calcium lactate. 

September 14. Tonsillectomy, ether anesthetic. 

September 16. Tension, R. 42; L. 53. 

September 19. Tension, R. 47; L. 59. 
times daily instead of 3 times. 

September 22. Tension, R. 44; L. 56. 

September 29. Tension, R. 34; L. 44. 

October 6. Tension, R. 20; L. 28. 
15/200; L. 2/200. 

October 29. Tension, R. 37; L. 35. 

November 5. Eserine conjunctivitis. Rx. Pilocar- 
pine. Had molar which showed apical abscess, re- 
moved. 

December 12. 
removed. Tension normal. 
2/120. 

March 11, 1919. R. 15/120; —2.50; 15/80. L. 2/120 
plus 10.00; 15/200, tension normal. 


Eserine six 


Vision, R. 


Eye much better since tooth has been 
Vision, R. 15/200; L. 
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April 13, 1920. R. 15/80 plus 1.75; 15/60, tension 
normal. 

July 21. R. 15/120 plus 3.50 axis 45; 15/20, tension 
normal. 

July 31, 1925. R. plus 3.00 axis 45; 15/20, tension 
normal, L. fingers one foot. 

Case 2. I. G. K.; age 50; male; farmer; married, 
several healthy children. 

May 18, 1920. Was struck in left eye 26 years ago 
and has had no vision in that eye since. Vision has 
been getting hazy in right eye past two months. No 
particular pain. Had glasses fitted in another office 
one month ago. Vision, R. 15/10-*; L. no pe or pj. 
Left eye leucomatous with an anterior staphyloma. 
The tension of the left eye was stony hard but the 
tension with the tonometer was unsatisfactory on ac- 
count of the uneven cornea. Tension of the right 
eye was 52. Field typically contracted. Teeth and 
tonsils in very poor condition. Physical examination 
and attention to the teeth advised and eserine pre- 
scribed. 

May 25. Has had teeth all removed and vision seems 
better. Tension, R. 35. 

June 3. Tension, R. 34. Vision, 15/10-*. 

June 12. Tension by palpation seems better. Vision 
same. 

June 22. Tension, R. 44. 

July 3. Tension, R. 43. Eserine conjunctivitis. Rx. 
pilocarpin. 

July 12. Patient is not ready to consent to any 
operative procedure on the eye but did consent to a 
tonsillectomy. Tonsils removed under ether anesthetic. 

July 19. Tension, 42. 

July 28. Tension, 37. 

August 11. Tension, 37; vision 15/10-*. 

August 24. Tension, 49. 

August 31. Tension, 44. 

September 18. Tension, 48. Consulation and opera- 
tion insisted upon. 

September 25. Iridectomy right, local anesthetic. 

October 9. Vision, 15/30, marked atrophy. Ten- 
sion, 35. 

October 20. Vision 15/60 —1.00 axis 120, 15/30, 
tension 33. 

November 3. Vision corrected 15/40; tension 26. 

November 10. Vision 15/60 —1.00 axis 120, 15/30, 
tension 14. ’ 

November 30. Vision 15/30 —1.00 axis 150, 15/20, 
tension 33. 

January 24, 1921, At this time a positive Wasser- 
mann was obtained and the patient referred to the 
family physician for treatment. The instillation of 
pilocarpine was insisted upon. 

April 12, 1921. The left eye, which had been very 
hard all along, had become irritated and red. It ap- 
peared as if the staphyloma threatened to break down 
and enucleation was advised, which was acceptable to 
the patient. Enucleation left eye. 

April 30, 1921. Tension right eye 20. Vision 15/30 
—.75 axis 120 15/20. 
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November 29, 1921. Vision corrected 15/20, tension 
normal, field contracted. 

June 12, 1922. Vision corrected 15/20, tension nor- 
mal. 

June 3, 1926. Patient had been seen at various times 
with negative findings. Vision 15/40 —.75 plus 1.25 
axis 45, 15/20. Tension normal and the field about 
the same as it has been since 1922. 

Case 3. O. A. B., aged 51; female; housewife. 

July 1, 1926. Has worn her present correction past 
6 years. Past month her eyes have felt as if they were 
too large and full. Slight headache but no especial 
pain. Slight blurring at times, especially with close 
application. She was wearing plus .50 plus .50 axis 
180 in each eye. Vision, R. 15/30 plus 1.00 plus .50 
axis 180, 15/15. Left eye 15/30 plus 1.00 plus .50 axis 
180, 15/15 with plus 2.50 added. There was a slight 
tortuosity of the scleral vessels. A slight cupping or 
rather a clearer definition of the scleral rim than 
normal. Anterior chamber shallow and a crowding 
forward of diaphragm of the eye. Fields markedly 
contracted. Tension R. 44, L. 34. Teeth in very poor 
condition and patient admitted that her health had 
been poor for several months. She was given eserine 
to use in the eyes and sent to her family physician 
for a thorough physical examination. 

July 8. Corrected vision 15/15 in each eye. Ten- 
sion, R. 25, L. 24. Has had all teeth removed and is 
under treatment for cardio-vascular condition. 

July 22. Tension, R. 26; L. 28. 

August 3. Corrected vision, R. 15/15 plus 4. Left 
eye 15/10-* Tension R. and L. 24. She had developed 
an eserine conjunctivitis so was given pilocarpine to 
instill in the eyes. 

August 25. Vision corrected R. 15/10-*, L. 15/10. 
Fields much better. Tension, R. and L. 24. She con- 
tinued under observation at regular intervals, the in- 
stillation of pilocarpine being gradually reduced until 
it was discontinued entirely in October. 

December 15. Tension, R. 30, L. 29. A month 
previously had what her physician called the flu. There 
was a corresponding increase of blood pressure. The 
vision corrected was R. and L. 15/15. Fields about 
the same. Pilocarpine was given her again for daily 
use. 

January 4, 1927. Tension, R. and L. 24. Vision and 
fields the same. Tension has continued lowered since 
and at present she is only using pilocarpine once daily. 

Case 4. M. S., aged 66; female; single. 

This patient was first seen at our office in 1915. Her 
vision at that time, R. 15/15-* plus .50 axis 135 15/10-*. 
L. 15/15 plus .50 axis 60 15/10-°. She was seen at 
various times with findings negative except slight 
refractive changes. 

August 4, 1926. At this date she complained of 
difficulty with close application and dull aching of the 
right eye. Vision, R. 15/30 plus .25 plus .50 axis 135 
15/15. L. 15/15-" plus .25 plus .50 axis 60 15/15 add 
plus 2.50. The disks were pale, the sclera rims were 
sharply defined. However, there was no cupping. The 
right field was markedly and typically contracted and 
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the left field suspicious. Tension, R. 31, L. 29. She 
was advised to have her family physician give her a 
thorough physical examination and also have her dent- 
ist give her teeth attention. She was given pilocarpine 
to instill in her eyes. 

September 16, 1926. She had been instructed to re- 
turn for observation in a week but did not return 
until this date. In the meantime she had a few re- 
maining teeth removed and physical condition under 
observation. Tension, R. 19, L. 17. Vision same. 

October 21. Eyes seem much better and she feels 
better physically. Vision corrected 15/15 each eye. 
Tension, R. and L. 19. She was allowed to reduce 
the number of instillations of pilocarpine until Decem- 
ber 14,—she had not used any medication in the eyes 
for two weeks. Vision corrected, R. and L. 15/15. 
Tension, R. 16, L. 18. Fields increased. 

March 4, 1927. Vision corrected 15/15 each eye. 
Tension normal. Fields fair. Has used no pilocarpine 
since December. 

Comment. 

In the first case the question of diagnosis may 
be raised. However, if we are to accept the pre 
mise that hypertension is an essential character- 
istic of glaucoma the average clinician would be 
more anxious to lean toward glaucoma than 
cyclitis with tension. However, the age of the 


patient and the influence that the infection had 
on the progress of the disease are factors sugges- 


tive of cyclitis. 

That we had a cataractous lens two weeks after 
the onset of the disease in the first eye, seems to 
point toward a cyclitic complication. Of course 
we must admit the possibility of injury to the 
lens at the attempted iridectomy. On the other 
hand ruling out injury to the lens the pressure 
of the hypertony need not'be entirely responsible 
for the lens swelling. Changes in the character 
of the nutrient fluid may produce changes in the 
lens substance. 

The fact that the iris was retracted into the 
angle to such a degree as to render iridectomy 
impossible may draw censure from some operat- 
ors and they will contend that the incision was 
not far enough back in the chamber angle. Also 
had the iridectomy been performed at this time 
the chances are that a stump would have been 
left and the purpose of the operation defeated. 
Today we are coming more and more to operate 
on such acutely inflamed eyes under general an- 
esthetic. Gas anesthesia or ethylene is a con- 
Venient method and more comfortable for the 
patient. In many instances we get an extreme 
dilation of the pupil due to cocaine adrenalin 
anesthesia. 
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The flare up of the tension following an acute 
tonsillitis and the final subsiding of tension after 
the removal of what seemed to be the offending 
factor suggests that infection may have an im- 
portant bearing at least on the course of the dis- 
ease. 

In the second case the lues seemed to be the 
important element. As the complications of 
syphilis are frequently found and they may simu- 
late almost every condition possible, it should 
not cause any surprise that we find it either ac- 
companying or complicating glaucoma. 

In the other two cases the early suspicion of 
glaucoma and the presence of both systemic and 
focal infection speaks more forcibly for the edu- 
cation of the public in seeking early relief for 
loss of vision. In these patients and especially 
those past fifty routine fields and tensions should 
not be neglected. Palpation of the eyeball is a 
technique that can be perfected to a high degree, 
but must be practiced frequently. We believe 
that the neglect of fields and tensions is the 
cause of many cases of glaucoma running their 
unsuspected course, until tension typically re- 
duced fields and loss of vision makes the diagno- 
sis unmistakable but not until considerable occu- 
lar insult has occurred. 

Conclusions. 

1. Focal infection may be a factor in the pro- 
duction of both acute and chronic simple glau- 
coma. 

2. The elimination of focal and systemic in- 
fection may affect the progress of the disease. 

3. Attention to the general condition of the 
patient following apparently successful opera- 
tion may be an important factor in preventing 
post operative atrophy. 

4, Early attention to focal and systemic in- 
fection may prevent later glaucomatous grief. 
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DISCUSSION 
Dr. C. B. Welton, Peoria: The subject of Dr. 
Roth’s paper is interesting to me because about two 
months ago I saw a young man, about 21 years of 
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age, who came to me in the prodromal stage of 
glaucoma in the right eye, the second attack he had 
had. The pupil was dilated, no change in the disc, 
the eye had considerabl2 injection, there was no 
excavation, no change in the vessels, but a distinct 
tension of +1 degree. After examining the eye, I 
found the vision was 20/20. There was concentric 
contraction of the fields of vision for form and color. 
I sent him to an internist who made a complete exam- 
ination. Wassermann was negative, no blood pressure 
findings, absolutely nothing except some casts and a 
little albumin. He had bad tonsils, a history of ton- 
sillitis and general debility, and I advised an opera- 
tion not only on the eye, but advised that he had 
his tonsils out. This I wanted him to do first. To 
my surprise the tension immediately came down after 
the tonsils were out, the eye cleared up and that was 
about six weeks ago. When the program for the 
society meeting came out I noticed the title of Dr. 
Roth’s paper. This was the first paper of the kind 
I had seen where glaucoma had been relieved by the 
removal of foci of infection. I think there is some- 
thing to this, and I firmly believe this young man’s 
condition is relieved. The tension has remained down. 

Dr. O. B. Nugent, Chicago: This paper of Dr. 
Roth’s reminds us that we have found of recent 
years so many diseases, whose etiology can be laid to 
the door of focal infections, that he is possibly very 
nearly right when he suspects that glaucoma can be 
caused by focal infection. We usually do not get to 
see the eye early enough in the disease. It brings 
to our mind that the patient should be looked after 
in a more careful manner, and all focal infections 
removed and the patient kept in as good condition as 
possible as a preventive measure. 

Dr. C. W. Hawley, Chicago: I am quite pleased 
with Dr, Roth’s paper for personal reasons of my own. 
Quite a number of years ago I began advocating be- 
fore eye societies that glaucoma was possibly due to 
something besides a local manifestation in the eye. 
I read a paper before the Pacific Coast Ophthalmo- 
logical Society, reporting five cases of glaucoma 
which showed themselves due entirely to intestinal 
foci. The time is too short to go into explanation 
of those cases and how I discovered the fact that 
there were focal infections. There was one very 
peculiar circumstance—all five were one-eyed people 
and I was pleased to keep their vision for a number 
of years till they all died. One was simple glaucoma, 
the others were inflammatory. The symptoms were 
due almost entirely, I think, to intestinal poisoning. 
We found this in examining the urine; there are other 
things besides indican to look for. You must watch 
out for other things that are shown in the urine, skatol, 
indol and the degree of acidity and bacteria. I know 
a number of years ago friends of mine rather laughed 
at me when I suggested glaucoma was not local en- 
tirely. Now they are studying along the same line. 
Teeth and tonsils may have something to do with it. 
My brother out in Seattle promptly removed one tooth 
and cured glaucoma. I firmly believe in the future we 
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will begin to look for the cause of glaucoma rather 
than to hurry it to operation. 

Dr. J. H. Roth, Kankakee: I thought I had covered 
the literature fairly well, and I am sorry I missed 
Dr. Hawley’s reports. So far as an absolute diag- 
nosis of glaucoma is concerned, I believe many cases 
diagnosed glaucoma are cases of iridocyclitis, and by 
examination with the slitlamp one can often see the 
deposits on the posterior surface of the cornea in many 
cases of hypertension though I have not seen any- 
thing other than the pigmentary deposits as already 
described. I hardly wanted to bring forth the idea 
that focal infection was the cause or had much to do 
with it, but many cases of hypertension can be relieved 
by removing the focal infection. 





THE PREVENTION OF MEASLESt+ 
Some Resutts Witn THE Use or TUNNICLIFF’S 
IMMUNE Goat SERUM 


ArcHIBALD L. Hoyne, M. D.* 
CHICAGO 


There are many reasons why methods for the 
prevention of measles are now receiving the at- 
tention which this problem deserves. 

Susceptibility to measles is practically univer- 
sal. The disease occurs in every country, in all 
climates and among all races and classes of peo- 
ple. Moreover, with the exception of early in- 
fancy no age group is exempt. Very few indi- 
viduals who have lived in large centers of popu- 
lation reach adult life without having measles. 
During the great war it was found that more 
than 93% of the men entering the national army 
gave a past history of measles. And it is un- 
doubtedly because of such factors that the laity 
generally assumes that every one must have 
measles, and so a negligent attitude is often 
taken toward the protection of children from 
this infection. But that the intentional ex- 
posure of a child to measles is a reckless pro- 
cedure is evident from mortality statistics even 
though the latter do not include all deaths which 
might properly be attributed to measles. 

During the first three months of 1926 there 
were 610 cases of measles treated at the Willard 
Parker Hospital in New York with a mortality 
of 9.6%. At the Cook County Contagious Dis- 
ease Hospital 258 measles patients were admit- 
ted in the first three months of the present year 
with a mortality of 3.1%, and during the same 





*Municipal Contagious Disease Hospital. 
tRead at the annual meeting of the Illinois State Mediczl 
Society, Moline, Ill, June 1, 1927. 
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period the Municipal Contagious Disease Hospi- 
tal had under treatment 90 measles cases with a 
mortality of 4.4%. All of the 8 deaths which 
occurred in the Cook County Hospital series were 
due to broncho-pneumonia which was present 
and diagnosed at the time of admission. A mor- 
tality study, by Emerson and Hopping,’ of a 
five-year period at the Willard Parker Hospital 
disclosed that among 3,720 cases of measles the 
fatalities amounted to 15.7%. The same report 
also shows that 63% of the measles patients de- 
veloped complications. Such figures as those 


quoted cannot fail to impress one with the dire 
consequences which may ensue from a measles 


attack. 

Within the first four months of the present 
year 15,314 cases of measles were reported to the 
Chicago Health Department and among that 
number 96 deaths were recorded. How many of 
the survivors are still suffering from complica- 
tions is not known. On the basis of the Emerson 
and Hopping study there might be as many as 
9,647 physical defectives still requiring treat- 
ment because of an attack from an “insignificant 
disease.” 

Before discussing the newer methods sug- 
gested for the prevention of measles, it may be 
well to refer to some other considerations which 
bear a relationship to this matter. The mode of 
transmission must necessarily be given thought. 
Rarely is it claimed that measles is acquired only 
through direct or indirect contact. There are ac- 
tually few who possessing any knowledge of the 
subject but will readily admit that measles is 
air born within certain limitations. Moreover, 
there is good evidence for believing that measles 
may only be carried by a third person when the 
distance and duration of time between the pa- 
tient and susceptible is very brief. Such trans- 
mission might occur in a hospital or institution 
if a nurse or physician, without taking proper 
precautions, passed from a measles patient di- 
rectly to a susceptible in a nearby room. On the 
other hand a doctor going from the home of a 
measles patient out into the open air would 
not carry the disease to another patient a block 
away. 

The contagion of measles may be compared to 
the sparkler we see at Christmas time. When 
the latter is ignited it sheds a flaring brilliancy, 


but in a few moments the dazzling light not 
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merely fades—it becomes extinct. So with meas- 
les, the intensity of its contagion, while it lasts, 
is unsurpassed by any other infection, but its 
life is short. The infecting agent is expelled 
through the respiratory passages of the sufferer 
and if viable produces measles after entering the 
respiratory apparatus of a susceptible. Appar- 
ently, however, the causative organism of measles 
meets a hasty death when submitted to a tem- 
perature below that of the body and, therefore, 
in order to contract the disease the susceptible 
must usually be within reasonable proximity to 
the patient. The distance to which the infection 
may be transmitted will undoubtedly depend 
upon two conditions, 1. the surrounding tem- 
perature and 2. air currents. Therefore, tem- 
perature and methods of ventilation will have a 
direct bearing on the spread of measles in a hos- 
pital or institution. A measles patient in a 
warm room will be more likely to disseminate 
the disease to others at a greater radius than a 
similar patient in a cold room. 

As we are all aware, one of the greatest diffi- 
culties, encountered in our endeavor to control 
measles, is attributable to the fact that the dis- 
ease is contagious before the eruption makes its 
appearance and therefore, in most instances, 
prior to the establishment of the diagnosis. We 
all recognize and accept this truth, but there 1s 
some difference of opinion regarding the length 
of time the measles patient may continue to be 
a focus of danger. 

Not so many years ago measles patients were 
quarantined for as long as five weeks. Later, the 
time was reduced to three weeks and now, in this 
state the quarantine period is only prolonged un- 
til five days after the appearance of the rash if 
the temperature is normal and there are no dis- 
charges. This usually means about ten days 
from the onset of symptoms if the case is un- 
complicated. But is there actually any valid 
reason for quarantining measles at all, provided 
the diagnosis has not been made until after the 
rash has appeared? Some believe that with the 
full development of the eruption the contagious 
period is passed. Whether this is true or not, 
there is no doubt that generally all the harm 
which is going to result from the transmission 
of the infection has already taken place by the 
time the rash has developed. Therefore, it seems 
like a useless expense and waste of effort to pla- 
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card the premises where measles is located. How- 
ever, quarantine for all susceptibles with known 
exposure to measles should be adhered to. And 
for statistical purposes, if for no other reason, 
notification of measles should be required. If 
such a plan were adopted and it was understood 
by the laity that no placard would be posted for 
measles, the number of cases reported might 
show an increase, for then there would be less 
hesitation on the part of the family in calling a 
physician through fear of being quarantined. In 
any event, it is evident that the usual plans now 
in vogue for the limitation of the spread of meas- 
les accomplish little. 

Inasmuch as the customary methods for the 
prevention and control of measles have proven a 
failure we must adopt other means to attain suc- 
cess. Nicolle and Conseil’ reported on the use 
of convalescent measles serum for passive immu- 
nization in 1918. A year later Richardson and 
Connor* gave confirmatory evidence of the value 


of this procedure. More recently Weaver and 


Crooks‘ as well as others have published the re- 
sults of their experience with this prophylactic. 
However, it is obvious that the question of sup- 
ply presents a barrier against its general adop- 


tion. With a view to circumventing this objec- 
tion, the blood of adults possessing a past his- 
tory of measles has been used. But this latter 
plan is not entirely satisfactory and when re- 
sorted to, large quantities, often as much as 30 
c. c. of serum, must be used and protection is not 
assured. 

The greatest stumbling block to carrying on a 
successful warfare against measles has, of course, 
been due to our etiologic ignorance. However, 
in 1917, Tunnicliff® described a green-producing 
diplococcus occurring in measles. Since then, 
numerous studies have been conducted and a 
mass of evidence accumulated which tends to 
substantiate the belief that this organism is the 
specific cause of measles. 

Based on her former work, Tunnicliff* pro- 
duced, in 1925, an immune goat serum’ for use 
in the protection of human beings against meas- 
les. It is in regard to this serum that I wish 
particularly to call your attention. One reason 
preference was shown in selecting the goat rather 
then the horse for immunization purposes was 
because it was believed the possibilities of serum 
sickness would be much lessened. 

Reports on more than 200 measles contacts 
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who received immune goat serum have shown a 
high percentage of protection. Serum was given 
only to those who had a very definite negative 
history for measles. The results obtained were 
equally as good and often better than when con- 
valescent serum is used. The serum is most 
effective when given within three days of expo- 
sure; more than 90% being safeguarded. Very 
frequently it is protective four days after expo- 
sure and often as late as the fifth day. (These 
estimations assume that the first day of the 
measles rash is the fifth day of disease others 
classify the first day of rash as fourth day of 
disease. ) 

Among various groups of children in the 
wards of the Cook County Hospital,* there were 
forty-eight definite exposures to measles in which 
the past history for this disease was negative. 
Goat serum was administered to thirty-nine of 
the number and among these absolute protection 
was secured in thirty-four. The other five de- 
veloped measles in an attenuated form, the erup- 
tion appearing twenty, thirty-three, thirty-three, 
eight and sixteen days respectively after expo- 
sure. Many of those immunized received the 
serum on the first day of exposure and none was 
injected later than the third day. 

Among the nine controls who did not receive 
goat serum all but one developed measles. More- 
over, among the unprotected eight having meas- 
les there were two deaths, or a mortality of 25%. 
Here it should be borne in mind that all of these 
children who were threatened with measles were 
in a hospital suffering from some other malady 
and any additional infection might result in de- 
priving them of their chances for existence. Con- 
sequently, it is under such circumstances as this 
that immune goat serum may be invaluable. 

At the Children’s Memorial Hospital we have 
been using the Tunnicliff immune goat serum 
during more than two years past for the purpose 
of checking outbreaks of measles. We have found 
that this prophylactic can be relied upon if given 
to susceptibles within three days of exposure, and 
that when given later it usually modifies the 
disease even if it does not prevent its occurrence. 
Because of the ages of the patients received at 
the Children’s Memorial Hospital, from 70% to 
80% are usually susceptible to measles. There- 
fore, the availability of an efficient measles pro- 
phylactic is of vast importance. 

It must be remembered, however, that immune 
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goat serum confers a passive immunity which, in 
all likelihood, does not endure for more than 
three or four weeks. So there can be no assur- 
ance that because a child is protected at one time 
it may not acquire measles if exposed again at 
some future date. If, however, the serum is not 
given until several days after exposure and meas- 
les develops, of course, a permanent immunity 
follows as from an ordinary attack. 

Degkwitz has reported on the use of an anti- 
measles serum obtained from sheep which have 
been treated with “measles virus” and organisms 
commonly found in association with measles. A 
novel plan is suggested for the use of this serum. 
It is advised that following the exopsure of a 
susceptible child to measles the serum should be 
withheld because if given then it probably will 
not do any good. But after the susceptible has 
passed through the incubative period, then on 
the first day of the rise in temperature the sheep 
serum is to be injected and if the individual de- 
velops measles a permanent immunity will re- 
sult. Degkwitz further says that sometimes 
there is no rash following use of the serum, 
but the patient is infectious and can transmit 
the disease to others. This description concern- 
ing the method of giving Degkwitz’ preparation 
sounds very unusual, but possibly my knowledge 
of his serum is insufficient for the purpose of 
passing sound judgment. Apparently, it must 
be intended not to prevent measles, but to modify 
attacks which are about to occur. From infor- 
mation obtainable, it seems clear that it would 
be worthless for the purpose of checking epidem- 
ics in hospitals, or any place else. Kaupe® who 
has had some experience with Degkwitz serum 
advises against its use. 


CONCLUSION 


Tunnicliff’s immune goat serum appears to be 
a reliable measles prophylactic if given within 
three days of exposure. If given later, it is 
likely to modify an attack of measles should the 
latter develop. 

Although serum rashes have developed in 13% 
of some of the immunized groups, no serious re- 
actions have been observed. 

Regardless of physical condition there is no 
contraindication to the use of immune goat 
serum. 

The serum should be given intra-muscularly in 
dc. ce. doses as a rule. If more than three days 
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have elapsed since exposure the dose should be 
doubled. 

Immune goat serum’s chief value is for check- 
ing epidemics of measles, particularly in hospi- 


tals and institutions. It does not confer a per- 
manent immunity. 

The great advantage of immune goat serum 
over human convalescent serum is due to the ulti- 
mate possibility of its general availability. 
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DISCUSSION 


Dr. Louis J. Halpern, Chicago: The recent epi- 
demic of measles also invaded the pediatric medical 
ward at the Cook County Hospital and afforded me 
a splendid opportunity to attempt immunization 
against the disease by means of goat serum. This 
ward houses approximately seventy children, varying 
in ages from a few months to twelve years. The 
work was done along the same lines as that done by 
Dr. Hoyne and the goat serum was obtained through 
the courtesy of Dr. R. Tunnicliff. Fifty patients in 
all had been exposed to measles and they all gave a 
definite history of not having had measles. Seven- 
teen of these were immunized with 5 c. c. of goat 
serum and then introduced into the ward where pa- 
tients had measles. Eighty per cent. of these seven- 
teen were protected. Ten patients received serum 
on the first day of exposure and by the first day of 
exposure I mean that the active case of measles was 
in his fourth day of the disease. This is in accord- 
ance with the method of Zingher and that used also 
by Dr. Hoyne in his work. Of these ten patients, 
50 per cent. were protected. Four patients received 
serum on the second day of exposure and one was 
protected, one developed measles and two died within 
the incubation period of measles from illnesses for 
which they were admitted to the hospital. Ten re- 
ecived serum on the third day of exposure and seven 
were protected. Of the remaining three that devel- 








118 ILLINOIS MEDICAL JOURNAL 


oped the disease, one manifested it on the 24th day 
after exposure, and one on the 5lst day after ex- 
posure. It is likely that these two were re-exposed. 
Three patients had goat serum on the fifth day of 
exposure and one was protected. Even as late as the 
sixth day of exposure serum was given to six patients 
and two of these were protected, three developed 
measles and one died four days after receiving the 
serum from the illness for which he had been at- 
mitted. In summarizing, fifty patients were exposed 
as late as the sixth day to active cases of measles, 
and fifty-six per cent. were protected. Ten per cent. 
of this series died, four, five and six days after re- 
ceiving serum from illnesses for which they were 
admitted to the hospital. We do not know how many 
of these would have been protected had they lived, 
but it is safe to say that the total percentage of 
protection would have been even greater. 

The outstanding feature of this work lies in the 
fact that not a complication or serum reaction devel- 
oped in those patients that goat serum failed to pro- 
tect, and these developed attenuated forms of the 
disease. If we can effect such a high percentage of 
protection and in addition, give those that the serum 
does not protect an attenuated form of the disease 
with permanent immunity, without complications or 
serum reactions, then I think we have found some- 
thing worth while in goat serum. 

Dr. Maurice L. Blatt, Chicago: I have listened 
with a great deal of interest to this paper, as most 
of the orator’s work is familiar to me and a good 
many of the cases have come under my observation. 
The problem is one of interest, I am sure, to every 
member of the medical fraternity, not alone to public 
health organizations but to all physicians practicing 
anywhere in the world. There are, without doubt, 
certain children that ought to be absolutely protected 
against measles, if possible; that is, those children 
who are suffering, for instance, from other diseases 
at the moment, those individuals who have already 
been infected with tuberculosis and certain infants 
whose feeding alone ought to be a sufficient problem 
for the time being. And with this serum we have 
been able to do a great deal. 

You must know, after listening to Dr. Halperin’s 
discussion the type of children that we see at the 
county hospital. We have a type of child, a feeder 
particularly, in very, very bad condition, and it takes 
little more than a very mild furunculosis to have 
those go to exitus. So that these statistics of Dr. 
Hoyne, though they seem to you rather unfavorable, 
are rather favorable because we know that 
our death rate in this same group of children in 
previous years, unprotected by goat serum, would have 
been perhaps, three times what it was here. We have 
been able to cut down our broncho-pneumonia and 
otitis media and, with the cutting down of otitis 
media, our mastoids and our deaths. We have had 
almost no otitis media in those cases in which we 
use the serum. 

Naturally, all of us know that the proper way to 
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immunize against measles is the same as. we would 
immunize against smallpox, but we are not at this 
time, in a position to do this thing; so we do the 
best we can. 

I think Dr. Tunnicliff has chosen, very wisely, goat 
serum and not horse serum. With the common use 
of the toxin-antitoxin many of our children are 
immunized against diphtheria at an early age and 
sensitized against horse serum. You are all familiar 
with the reactions in the use of horse sera, in your 
experience with antitetanus, and diphtheria antitoxir. 
It is very violent annd if we can in any way, save 
any of these children from such reaction by the use 
of sera from other animals than the horse, it is cer- 
tainly desirable. 

I must say that we were not able to materially 
shorten our epidemic at the County Hospital and the 
reason is this, that we are not able to entirely close 
the ward. The ward must remain open for such 
amergency cases as cannot be taken in elsewhere. 
When such cases come in, in addition to whatever 
else they may have, and develop measles on the third 
or fourth day after they have been in the open ward, 
we cannot, of course, entirely control the epidemic. 
Although we did shorten it, we did not clear it out 
completely in as early a period as we could have 
done could we have closed the hospital. With the 
new children’s hospital completed, we can prevent 
much of this type of cross infection, 

Dr. Hoyne, in response: I am glad that Dr. Hal- 
pern emphasized the point in regard to complications, 
and also the harmlessness of this serum. When you 
consider those figures which I spoke of, in the Em- 
erson-Hopping report, they are astonishing. Of 
course, I don’t know just what their system of treat- 
ing measles is in New York or whether a more 
severe type of the disease is encountered there, but 
I cannot recall any time in my own experience when 
as high as 15 per cent. of the cases were lost in 
Chicago hospitals. Fifteen per cent. is a very high 
mortality for any infectious disease and if the death 
rate exceeded this figure during a five-year period, 
I am surprised the hospital cared to have it published. 

In the New York report already referred to it 
was stated that 63 per cent. of the patients had com- 
plications. This is difficult to understand if ac- 
quainted with results in Chicago hospitals where light 
and well ventilated wards are classed as necessities 
in the care of measlés patients and complications 
rarely occur in more than 10 per cent. of those treated. 

As I think I mentioned in regard to the eight 
deaths which occurred among 258 measles patients 
at the County Hospital during the first three months 
of this year, every one of those eight patients had 
broncho-pneumonia when admitted, and those were 
the only patients who died. 

Even when this serum does not prevent the disease, 
it does seem to help eliminate complications. There- 
fore, I think this fact alone would justify its use, 
since it absolutely does not harm the patient. 

I am very glad that Dr. Blatt spoke on this sub- 
ject because it was largely due to his courtesy as 
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head of the pediatric department in the Cook County 
Hospital that we had the opportunity to immunize a 
number of these children. Dr. Blatt has been in very 
close touch with the situation and I think is about as 
familiar with the results obtained by the use of im- 
mune goat serum as any one. 

Dr. C. S. Nelson, Springfield: What caused the 
death of those children that were given the serum 
and died in seven or eight days after having re- 
ceived it? 


Dr. Hoyne: The ones that Dr. Halpern spoke off? 
Dr. Nelson: Yes. 
Dr. Hoyne: Dr. Halpern has given the immune 


goat serum to some patients that I haven’t seen, so 
perhaps I am not in a position to answer that . How- 
ever, patients in the pediatric ward of the County 
Hospital are often in a dying condition when ad- 
mitted. Many are malnutrition cases, and cases of 
Pneumonia, and if the serum were given to those 
children, it in no way contributed to their deaths. 
We have given serum with the object of protecting 
such cases from measles, since if this purpose could 
be accomplished the possibility of surviving the 
malady that brought them to the hospital would be 
greatly enhanced. 

I have not seen any bad results or any severe re- 
actions in any child that has received this goat serum. 

I think, perhaps, Dr. Halpern could tell us some- 
thing further about those five deaths which he men- 
tioned. 

Dr. Halpern: Those cases were, just as Dr. Hoyne 
said, malnutrition cases or pneumonia cases. They 
were very ill when they came in and it was thought, 
as long as they were in contact with measles, pos- 
sibly protection from another disease as measles might 
help them get through with the original disease for 
which they were admitted. 

25 E. Washington St. 
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Lithopedion literally means a stone child, but 
ihe name is applied to any fetus in which the 
soft tissues or the fetal membranes have become 
infiltrated with calcium salts. Kiichenmeister 
has classified lithopedion into three groups: 

1. True lithopedion, in which the fetus alone 
has become calcified ; the membranes have either 


*Read before the Illinois State Medical Society, 
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been destroyed or have become intimately asso- 
ciated with the fetus. 

2. Lithokelyphos, in which the membranes 
alone have become calcified ; the fetus has either 
become mummified or skeletonized, and may be 
contained within the calcified membranes as in 
a shell. 

3. Lithokelyphopedion, in which the fetus as 
well as its membranes have been infiltrated with 
calcium salts. 

Although the roentgenologic data in such 
cases are characteristic, and, with the clinical 





Fig. 1. Lithopedion in Case 1. A fetus developed 
to about the seventh month and retained in the abdomen 
for sixteen years. 


history, are usually pathognomonic of the con- 
dition, only a few instances have been reported 
in which roentgenograms have been taken, and 
none in which there is definite evidence that a 
roentgenologic diagnosis was made before opera- 
tion. 

Literature—Three cases have been reported in 
the literature in which roentgenograms of the 
pelvis were made prior to operation. In two 
of these the shadow was not interpreted until 
after the operation, and in the third case, that 
of Roster, it is not stated at what time the 
diagnosis was made. 

Roster’s case, reported in 1901, is the earliest 
on record, but the details of the observations are 
not given. 

In Martin’s case, reported in 1911, the patient 
was a women, aged thirty-nine, from whose 
abdomen a lithopedion was removed after its 
retention for about five years. The roentgeno- 
gram showed an indistinct shadow low in the 
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pelvis. The shadow of the humerus could be 
identified in this instance, but it was not recog- 
nized as such until after the diagnosis had been 
established at operation. 

In McCormick’s case, that of a women, aged 
seventy-three, a history was given of false labor 
fifty-one years previously; a diagnosis had been 
made of retained fetus. A roentgenogram re- 
vealed “an unexplained shadow in the pelvis” 
and at necropsy a lithopedion was found. 

Spitz in 1910-1911, published the roentgeno- 
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Fig. 2. Case 1. Partially calcified fetus and mem- 
branes. 


gram of a lithopedion, evidently taken after 
operative removal of the latter. 

Report of cases—Lithopedion was observed in 
the Mayo Clinic in nine cases during the last 
twenty-five years; all of the cases were verified 
at operation or necropsy. In two, roentgeno- 
grams of the pelvis were made, and in each 
instance they disclosed unmistakable evidence of 
the presence of a lithopedion. 





Case 1. The patient was a woman, aged thirty, who 
had had one child. Sixteen years previously menstrua- 
tion had ceased, the abdomen had enlarged, and secre- 
tion had appeared in the breasts, and at the end of 
three or four months she had become aware of fetal 
movements. After seven or eight months she ex- 
perienced slight pain in the left side, but normal labor 
pains did not appear. Subsequently the abdomen 
gradually became nearly normal in size, and the 
patient regained her health. Menstruation was normal 
until eight months before examination, when it began 
to be irregular. Slight frequency of urination was 
noted. 

The patient had not lost weight. There was a hard 
nodular mass in the pelvis a little to the left of the 
uterus. The roentgenograms (Fig. 1) showed the 
outline of a fetal head in the left side of the pelvis. 
The density of the shadow appeared out of proportion 
to its size. Continuing to the right, partially filling the 
pelvis on both sides and extending up to the level of 
the fifth lumbar vertebra, was a large oval shadow 
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which varied in density throughout. Here the outline 
of some of the long bones could be identified, and 
there was a fairly continuous narrow zone of denser 
shadow surrounding the entire mass. 

The presence of a lithopedion was diagnosed and 
September 28, 1920, laparotomy was performed. The 
greater part of the fetus was free in the peritoneal 
cavity but it was partially adherent to the sigmoid 
and omentum. The head was contained within the 
folds of the broad ligament on the left side. The mass 
was removed and the uterus, which was adherent and 
retroverted, was dissected free and fixed to the anterior 
abdominal wall. The patient’s convalescence was 
uneventful. 

The specimen (Fig. 2) was a heavy mass consisting 
of a partially skeletonized fetus with the cord and 
remnants of the placenta attached. The membranes 
partially surrounded the fetus, and were closely at- 
tached to it at several points. Microscopically they 
showed hyalinization and calcification. The soft tis- 
sues of the fetus were shrunken, absent in places, and 
showed gross and microscopic evidence of calcification 
(lithokelyphopedion). 

Case 2. The patient, a woman, aged twenty-six, had 
had one child eleven years previously. She had not 
had miscarriages. About two years before the ex- 
amination menstruation ceased, and severe pain in the 
back and several fainting spells occurred. The 
abdomen increased in size, but she was not aware of 
any movements, as with her former pregnancy. At 
the end of about nine months she experienced labor 
pains and passed small pieces of tissue but no fetus. 
Subsequently the abdomen gradually decreased in size 
and menstruation reappeared, but backache persisted. 

A movable mass was palpated in the lower part of 
the abdomen; it appeared to be attached to the uterus. 
The roentgenogram (Fig. 3) revealed the outline of 
a large fetal head occupying the entire right side of 
the pelvis. The remainder of the fetal skeleton could 
be seen distinctly lying across the pelvis at an angle 
of about 10 degrees with its transverse axis. The 
fetus was removed at operation and the patient con- 
valesced uneventfully. 

The specimen consisted of a degenerating fetus of 
about eight months’ development with the cord and 
placenta attached. The latter was firm and, on sec- 
tion, produced a grating sensation; extensive hyalini- 
zation was present, and the tissues were infiltrated 
by calcium salts. The membranes were thickened 
and somewhat cartilaginous; they partially surrounded 
the fetus and were closely attached to it at several 
points; on microscopic examination the structures ap- 
peared to be fairly well preserved; there were de- 
posits of calcium salts throughout, btit especially 
marked within the vascular channels. The soft 
tissues of the fetus were firm and did not show 
gross or microscopic evidence of calcium deposits 
(lithokelyphos). 

DISCUSSION 


A lithopedion is probably always the result of 
extra-uterine pregnancy. The retained intra- 
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uterine fetus usually skeletonizes and probably 
never develops into a lithopedion because of the 
presence of infection. 

A dead fetus of less than three months’ devel- 
opment, within the abdominal cavity, is quickly 
destroyed and absorbed, but one of longer devel- 
opment is likely to be transformed into a litho- 
pedion unless removed surgically. In most cases 
reported in the literature these fetuses have de- 
veloped to at least the seventh month, and fre- 
quently to term. 

The extent of the calcification depends, not 
only on the length of time the fetus has been re- 
tained, but on the conditions influencing the 
deposition of calcium salts, the exact mechanism 
of which is not well understood. 

The fetal skeleton in cases of intra-uterine 
pregnancy is demonstrable in the roentgenogram 
at the end of three and a half or four months, 
In a lithopedion, therefore, the skeletal system 
will be visible in practically every instance, and 
it will be even more distinct than that of an 
intra-uterine fetus because roentgen rays are 
better able to penetrate in the absence of 
amniotic fluid and the highly vascular uterine 
wall, and also because calcification is more ad- 
vanced in the lithopedion than in the normal 
fetus of corresponding age. 

The lithopedion is not confined within any 
natural boundaries, as is the fetus in the case of 
intra-uterine conception; it is either bound down 
by adhesions anywhere within the pelvis or it is 
more or less free within the abdomen. The rela- 
tionship which the various parts of the fetus bear 
to each other will also vary greatly, and in many 
instances will not conform to any of the atti- 
tudes that are considered normal for intra- 
uterine pregnancy. Sometimes there may be 
advanced or even complete disarticulation of the 
fetal skeleton, and the specimen may consist of 
a calcified sac representing the fetal membranes, 
containing the fetal bones. To make the diag- 
nosis it is necessary to identify some of the fetal 
bones in the roentgenogram. 

Other tissues besides the skeleton, which have 
hecome infiltrated with calcium salts, will pro- 
duce extraskeletal shadows of varying density 
and outline depending on the extent of the cal- 
cification and the portions of the products of 
conception involved. If the soft tissues of the 
fetus alone are calcified they will produce an 
oval shadow conforming to the outline of the 
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body. If the membranes or the placenta are 
calcified and the fetus is either mummified or 
skeletonized (lithokelyphos), the extraskeletal 
shadow may appear as a shell of more opaque 
material surrounding the skeleton, as seen in 
our Case 2. If both the soft tissues and the 
membranes are infiltrated with calcium salts, 
as in the lithokelyphopedion, Case 1, the roent- 
genologic picture does not differ materially from 
that of a lithokelyphos. 

The shadow of a retained intra-uterine fetus 
which has become skeletonized differs from that 
of a lithopedion in that there is no shadow cor- 

















Fig. 3. Lithopedion in Case 2. A fetus developed 
to term and retained in the abdomen for two years. 


responding to the calcified soft tissues or mem- 
branes such as characterize the shadow of a 
lithopedion. In the case of advanced extra- 
uterine pregnancy the shadow will be distinct, 
but here again there will be no shadow corre- 
sponding to the calcified soft parts or mem- 
branes. The roentgenologic data and the his- 
tory of the case will make the diagnosis cer- 
tain in practically every case. The pregnancy 
responsible for the production of the lithopedion 
will have occurred from two to more than fifty 
years previously and none of the signs or symp- 
toms of pregnancy will be present at the time 
the patient is examined. 


SUMMARY 


The observations in two cases of lithopediow 
are presented. In both instances shadows of the 
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lithopedion were shown in the roentgenogram. 
The roentgenograms in such cases are charac- 
teristic, often in themselves and always in con- 
junction with the history being pathognomonic. 
The characteristic shadow consists of skeletal 
and extraskeletal elements. The skeleton may 
assume a normal or an abnormal attitude or be 
completely disarticulated. The shadow is 
denser than that of an intra-uterine fetus of cor- 
responding size. The extraskeletal shadow is 
produced by the infiltration of calcium into the 
membranes or soft parts of the fetus. 
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DISCUSSION 


Dr. P. B. Goodwin, Peoria, Ill.: The only thing 
I can add is that we observed a case similar to this, 
not as long duration, in which the tube had been 
ruptured. It was not diagnosed by means of the 
roentgenogram, but was found on surgical operation. 
The patient was mentally deficient following the de- 
composition that occurred. 

Dr. Irving Stein, Chicago: Over a series of cases 
we had a number of intra-uterine feti, so-called missed 
abortions rather advanced uterine pregnancies, but in 
none of these did we find lithopedions. We have not 
had the opportunity to observe a single lithopedion, or 
to recognize one in our. series. 

Dr. Preston M. Hickey, Ann Arbor, Michigan: I 
would like to ask what age was that and how far 
along was the fetal age? 

Dr. B. R. Kirklin, Rochester, Minnesota: I feel 
like apologizing for presenting a subject of this sort, 
because it does not have very much practical value. 
My reason for presenting it is because it is rather un- 
usual, and we could find no cases reported in the lit- 
erature in which the diagnosis had been made roent- 


Ectopic gestation; lithopedion. Ann. 


Wisconsin 


bony pelvis. 


genologically. 

I think the average age of the fetus in the cases 
observed at the Mayo Clinic was from seven to eight 
months, but they may occur at any age after four 
or five months. 

I want to thank Dr. Stein and others for the dis- 
cussion. I was hoping we might have the oppor- 
tunity of hearing some cases reported. 

wish to thank the officers of the section for the 
privilege and honor of being here and taking part in 


the program. 
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CHICAGO 


In presenting the newer aspects of nephritis 
one must confess that the problems of nephritis 
of the past decades are the problems of nephritis 
of today. Since the time of Richard Bright vari- 
ous observers have sought to clarify the manifold 
problems of renal disease. The anatomists have 
sought to correlate renal post-mortem studies 
with the clinical picture, but have failed to ex- 
plain the various manifestations. 

The advent of physiological studies has aided 
te a certain degree in understanding and differ- 
entiating different types of renal disease. Time 
was when albumin in the urine was considered 
synonymous with nephritis. Today we have 
more definitely classified this condition. We 
know that it may be independent of renal dis- 
ease, that it is a normal occurrence following 
exertion, excessive food, horseback riding, pos- 
ture. In children particularly it may be a be- 
nign condition. May I refer to a brief classifica- 
tion of benign albuminuria suggested recently by 
Dr. Calvin, Miss Isaacs and myself. We divide 
benign albuminuria as follows: 

(a) Malnutrition albuminuria, frequently as- 
sociated with anemia, underweight and systolic 
basal murmur. Foci of infection, especially in- 
fected tonsils, adenoids, nasal sinuses and cari- 
ous teeth, are common causes of this malnour- 
ished condition. 

(b) Orthostatic albuminuria, associated with 
posture. 

(c) Idiopathic or “growth” albuminuria, in- 
cluding the terms juvenile, puberty, cyclic, tran- 
sitory and intermittent. 

A review of the literature of nephritis of the 
past years reveals studies which are concerned 
with the “functional” test of the kidney. These 
studies have been made not only to understand 
how the kidney functions, i. e., is it a filter? does 
it secrete? has it a selective action on certain col- 
loids and crystalloids? but also, what changes 


*Read before the Section on Medicine, Illinois State Medical 
Society, Moline, Il]., May 31, 1927. 
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occur in these functions which enable us to say 
whether the kidney is impaired, or the lesion 
progressive. Thus, studies of the blood chem- 
istry, have shown a normal concentration for 
such substances as urea, nonprotein nitrogen, 
creatinin in the blood, and in disease of the kid- 
ney the failure to excrete these in urine is evi- 
denced by an increase in their concentration in 
the blood. Other functional tests, of the excre- 
tion of dyes, such as phenolsulphonthalein, urea 
concentration test, and water concentration test 
of Volhard, Mosenthal, Schlayer, and others may 
be mentioned. I do not propose to go into the 
detail of tests of kidney function at this time, 
nor to concern myself with the review of the lit- 
erature of experimental nephritis. 

I wish to present nephritis as a disease process 
which depends solely on whether or not changes 
have occurred in the vascular structure of the 
kidney, viz., the glomerulus. The absence of 
glomerular change indicates a kidney lesion 
which is not truly “nephritic” or progressive in 
This essentially constitutes the basis 
For purpose of 


character. 
of the Volhard classification. 


clearness may I present the Volhard classifica- 


tion of renal disease, modified as follows: 

1. Focal Nephritis: These are acute hemor- 
rhagic glomerular nephritis, involving a number 
of glomeruli, characterized by hematuria, and 
wnassociated with increase in blood pressure, or 
alteration in kidney function. They are associ- 
ated with acute infections, tonsillitis, otitis me- 
dia, grippe, ete. They are not progressive in 
character. They are best treated by rest in bed, 
simple laxative, and eventually removal of the 
possible focus of infection. 

2. Nephrosis: A primary degenerative proc- 
ess, Which involves primarily the tubules. Of 
the nephrosis there are two types, (a) those as- 
sociated with acute infectious disease, such as 
diphtheria, pneumonia, and (b) the so-called 
true nephrosis or lipoid nephrosis. At the pres- 
ent time much interest is centered on the sub- 
ject of nephrosis. Some authorities do not 
consider it as a true disease of the kidney, rather 
a a constitutional disturbance, associated in 
some cases with thyroid deficiency ; in some with 
gout, lues?, stapylococcus infection. This con- 
dition is characterized by insidious onset, pallor, 
Weakness, development of edema, ascites and al- 
luminuria. It is striking in contradistinction to 
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nephritis, that there are no evidences of vascular 
changes in this disease. The blood pressure is 
normal, the heart is not increased in size, there 
are no retinal changes. Kidney function re- 
mains unaltered except for the excretion of 
chlorides. The blood chemistry shows no nitro- 
gen retention. The blood cholesterol is in- 
creased, the normal albumin-globulin ratio of 5/3 
is changed to 0.5/3. Albumin in the blood is 
very much diminished. Fibrinogen is increased. 
A great deal of stress is placed on the lowering 
of surface tension. The urine is small in amount, 
specific gravity is increased, the albumin is five 
te ten per cent. and the sediment reveals many 
double refractile lipoid substances. No red 
blood cells are said to occur in true nephrosis. 

These patients generally proceed through 
periods in which edema disappears, then recurs. 
They generally die of some complicating disease, 
most often a pneumococcus peritonitis. 

Such cases are best treated at present by high 
protein diet. The diet recommended by Epstein 
in essence is 1.5-3 grams of protein per kilo in 
the form of cheese, white of egg, oysters, fish. 
Fats are reduced to a minimum and carbohy- 
drates are given according to the desires of the 
patient. 

The fluid intake is apparently not material in 
these cases. To promote diuresis, thyroid ex- 
tract, novasurol, salygen, and urea are of value. 
The cases of true nephrosis are not common, I 
have seen but one during my service at Cook 
County and one case on the service at Michael 
Reese Hospital. 

3. True Nephritis: Acute diffuse nephritis 
characterized by hematuria, edema, and increase 
in blood pressure. To illustrate I wish to pre- 
sent the following case: 

This patient is a young man, 21 years, who en- 
tered my service at Cook County Hospital Feb- 
ruary 6, 1927, complaining of pain in the lumbar 
region, blurring of vision, swelling of the face. 
Ten days previous to admission, he became sud- 
denly sick with sore-throat, chills, headache, 
after which he remained in bed for a day or two. 
Returning to work he experienced pain in the 
lumbar region, general indisposition, and swell- 
ing about the eyes and face which has increased. 
In addition he began to have severe headaches 
and vomited several times. His previous history 
is not of interest. Physical examination reveals 
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a young individual, who is pale, and whose eye- 
The tonsils are hyper- 
trophied and injected. The heart and lungs are 
normal. There are no other findings. Blood 
pressure is 170 systolic and 116 diastolic. The 
urine on admission shows a specific gravity of 
1016, albumin ++. Blood is ++. Micro- 
scopic examination reveals red blood cells, in 
abundance, many granular casts, and a few white 
cells. Blood chemistry on the day of admission 
showed N. P. N. 54, urea 70, creatinin 3. The 
increase in nitrogenous substances in the blood 
is confirmatory of a severe acute nephritis. On 
discharge from the hospital, March 5, 1927, 
blood pressure was 126/84, albumin +; blood 
chemistry: N. P. N. 41, urea 47, creatinin 1.7. 
By outlining the possible events or stages in a 
case of this type, we can more readily appreciate 
the pathology and the course of treatment. What 
(a) Recovery ; 


lids are quite swollen. 


courses may this case pursue? 


(b) acute uremia; (c) acute cardiac failure; (d) 
recovery with development of chronic nephritis, 
with edema or without edema, terminating as a 
secondary contracted kidney with the picture of 
kidney insufficiency, or apoplexy, or cardiac fail- 


ure, or uremia. 

Volhard believes that in acute nephritis there 
is a vasomotor spasm of the vas afferens, and the 
resulting ischemia is responsible for the changes 
in the glomeruli. He therefore advocates what is 
now known as the hunger and thirst treatment of 
Volhard. This consists in the restriction of all 
liquids and foods for a period of three to five 
days. During this time the patient may be given 
a mild laxative, such as castor oil or cascara. 
Epsom salts may also be given. Simple fruits, 
raw or cooked, such as apple, prune juice, may 
be given. Such a regime is on the whole not a 
great burden to the average patient. In a young 
child there is no particular difficulty. One is 
rewarded by the fall in blood pressure, a gradual 
disappearance of edema and an increase in uri- 
nary output. Volhard suggested that this period 
of hunger and thirst be followed by the adminis- 
tration of 2000 c. c. or more of fluid. It is prob- 
ably better not to use this procedure but it is 
wiser to limit the fluid intake to the output. 
The dangers of an excessive fluid intake are that 
it tends to throw excessive work not only on an 
already inflamed organ, but may overtax the 


heart producing cardiac failure. 
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Can we eliminate “toxins” by forcing fluids? 
Have we not been taught that the kidney needs 
rest and do not the dangers of cardiac overstrain 
and increased blood pressure contraindicate the 
use of excessive fluid? This is particularly the 
question in the acute uremia with anuria. Vol- 
hard justly calls attention to the ever increas- 
ing danger, because of the increased blood press- 
ure, and advises methods to relieve the increased 
vascular spasm. Thus again he advises a prelimi- 
nary hunger and thirst cure, and in more severe 
cases venesection. The amount of blood removed 
will depend on the blood pressure and condition 
of the heart. Removal of 500-800 c. c. suffices. 
The other methods, such as catharsis, sweats, 
spinal puncture, are also to be used. Decapsula- 
tion of the kidney is somethimes advocated by 
some authorities in severe cases with anuria. On 
the whole, I think you should consider this meas- 
ure as a last resort. The effect is often question- 
able and the explanation of the possible effects 
somewhat in doubt. At one time it was believed 
that decapsulation relieved the intrarenal spasm 
or pressure. Recently some writers believe that 
the effect is due to the nonspecific protein reaction 
associated with the surgical procedure, and inde- 
pendent of decapsulation. This parenteral ab- 
sorption of protein has stimulated considerable 
work. Milk injections, foreign protein, and even 
roentgen rays, are now being used in the hopes 
of stimulating the kidney. While numerous re- 
ports are available from varied clinics, it would 
seem that definite conclusions are not available 
and the simple procedures, such as venesection, 
heat, catharsis, still give the best results. 

What of the heart? I believe that this is most 
often neglected in the acute nephritis, Every 
acute nephritis should be considered as a cardiac 
ease. Every acute nephritis is associated not 
only with increased blood pressure, but increased 
pulse rate, dyspnea, and as the case progresses 
with circulatory embarrasment. Acute cases 
may present the picture of acute cardiac failure. 
I have adopted a routine of ordering ten to fif- 
teen minims of tincture of digitalis in all cases 
of severe acute nephritis. 

The major acute complications having been 
considered, what procedure should be followed to 
prevent the development of chronic nephritis and 
its progression into the secondary contracted kid- 
ney or insufficient kidney ? The preliminary meas- 
ures have already been described in the discus 
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sion of the thirst and hunger cure as recom- 
mended by Volhard. It is well to follow the first 
days of starvation with the continued adminis- 
tration of fruits and fruit juices, with a sufficient 
amount of lactose and glucose. 
aid elimination by the gastro-intestinal tract by 
producing fermentation and resulting in diar- 


The sugars will 


rhea. Foods, such as rice, cream of wheat, 
cream, salt-free butter, potatoes, salt-free bread, 
butter, cocoa, and coffee are added. It must be 
remembered that the caloric value of such a diet 
may not meet the caloric needs of the patient. 
This will not be harmful in the acute stage, but 
as the patient progresses and improves it is nec- 
essary to increase the caloric value of the diet. 
Cream, butter fat, and glucose, are very valuable 
foods for this purpose. The term low protein 
salt poor diet is now generally used by a great 
many individuals, who are not thoroughly aware 
of its meaning. The general notion among stu- 
dents and some practitioners is that it is a “milk 
diet.” It is well to remember that milk contains 
a great quantity of salt, is high in protein—a 
diet which throws a great deal of work on the 
kidney. 

As the edema subsides and the blood pressure 
falls, and the urine becomes clear containing only 
small amount of albumin, the diet can be grad- 
vally increased so that the patient receives not 
enly a greater amount of carbohydrates and fat, 
but also protein is increased to 40-50 grams per 
(ay. This amount permits a liberal choice of 
protein and may include eggs, and meat. There 
isa much mistaken notion as to the dangers in 
meat and eggs. Well cooked meats, from which 
all the substances have been extracted, probably 
are not as dangerous as the fried meats or roasts 
or rare meat. Such meats as liver, thymus, kid- 
uey and brain, ham and sausages, and all spiced 
meats, and spices are best avoided. As for eggs, 
] see no particular harm in including them in 
the diet if the total protein intake is restricted 
to about 50 grams per day. Vegetables are a 
Very desirable adjunct in a nephritic’s menu. 
Among these may be mentioned asparagus, cauli- 
flower, carrots, peas, turnips, squash, beets, 
string beans, etc. Your patients will also inquire 
as to spinach, rhubarb, and tomato, but person- 
ally I see no harm in them, even though they are 
known as oxalate producing vegetables. Patients 
are to be advised as to the nature of the diet on 
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discharge, recommending foods as_ indicated 
above and advised to return in a period of three 
months for blood pressure and urine examina- 
tions. During this period all foci of infection, 
such as infected sinuses, diseased tonsils, are to 
be treated and if possible the focus removed. The 
presence of an infected tonsil is a constant men- 
ace to an individual who has had an acute neph- 
ritis. 

You will have observed that thus far I have 
not mentioned drugs other than the simple laxa- 
tives in the early stages, and the drastic cathar- 
tics in the stage of uremia. On the whole, all 
are fairly well agreed that drugs are of little 
value in acute nephritis. I might emovhasize 
however again, that digitalis in some cases with 
severe vardiac failures should be used. A 

What of the other forms of chronic nephritis? 
These are classed by Volhard as the scleroses. He 
divides them into benign hypertension and ma- 
lignant hypertension. Time will not permit a 
detailed discussion of this group. Essentially 
this group represents the same problems in ther- 
apy and prognosis. The true benign hyperten- 
sion known to us as essential hypertension, 
should give us the only concern, insomuch as we 
should try to prescribe all measures, which may 
prevent it from progressing rapidly into the ma- 
lignant form. Once we have a malignant hyper- 
tension, the problem of treatment resolves itself 
as (a) treatment of cardiac failure, (b) chronic 
uremia or kidney insufficiency, (c) apoplexy, (d) 
uremia. Treatment of these complications are 
essentially as already explained. Our duty and 
task is the early recognition of the transition of 
a chronic benign kidney lesion to a malignant 
form, Simple tests, such as determination of 
specific gravity (the concentration test), changes 
in blood chemistry, the early detection of a posi- 
tive indican and xanthoprotein reaction in the 
blood serum, nocturia, changes in the retina, are 
our best clinical guides, 

25 East Washington Street. 


DISCUSSION 

Dr, James H. Hutton, Chicago: We frequently ex- 
press our ignorance in a multiplicity of terms and 
classifications. Perhaps, the large number of classi- 
fications of nephritis may express the same idea. 
Unfortunately, such a state of affairs serves only to 
confuse the average man so that he not only has to 
study the diseased condition which his patient may 
present but also has to try to orient himself in the 
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language of the literature, the latter being not always 
the least of his trouble. If we had one terminology 
and one classification, no matter if it were not correct, 
we should be in a better position until our knowledge 
of the condition has improved. 

Probably many of us still think in terms of fifteen 
years ago. When we heard much about acute nephri- 
tis, chronic parenchymatous and chronic interstitial 
nephritis. Will the essayists please tell us, if that 
is possible, what the old terms mean in the newer 
terminology and classifications? If we understand 
that perhaps we can translate our old fashioned knowl- 
edge in terms of the new fashioned classsifications. 

We are indebted to the essayists for emphasizing 
a few points and refreshing our memory regarding 
others. Albuminuria is not pathognomonic of nephri- 
tis, and it not per se an indication for limiting the 
protein intake. There is little evidence of a direct 
relation between the proteid intake and the amount 
of albumin excreted in the urine. Indeed, some men 
give a high proteid diet to cases of lipoid nephrosis. 

There is a lack of close correlation between renal 
pathology and the symptomatology of nephritis and 
nephrosis. If the latter term is to be a fixture in 
renal literature its meaning needs to be emphasized 
and the difference between nephritis and nephrosis 
needs to be clarified repeatedly as our essayists have 
done. 

Nephritis seems to be characterized etiologically 
by its relation to some acute infectious process, patho- 
logically by an involvement of the glomeruli and symp- 
tomatically by the presence of hematuria, increased 
blood pressure, and an alteration in kidney function 
as exhibited by a change in the blood chemistry. 
Of this there seem to be two varieties, the acute 
focal nephritis and chronic true nephritis which is 
characterized by the same conditions as mentioned 
regarding the acute variety, except that the duration 
is longer and the process is probably progressive, the 
symptoms increasing in severity as more and more 
of the glomeruli are invovled. 

Nephrosis seems to be characterized etiologically by 
an association with acute infections, with some con- 
stitutional disturbance, such as lues, gout, or even 
a thyroid deficiency. Patrologically it is character- 
ized by an involvement of the tubules in a degenera- 
tive process. Symptomatically it is associated with an 
insidious onset, pallor, edema, acites and albuminuria. 
There are no cardiovascular changes, no alteration of 
kidney function, no change in blood chemistry except 
an increase in the cholesterol and a change in the 
albumin-globulin ratio. 

Tt is well that we should again be reminded that 
milk contains a considerable quantity of salt and 
protein and is not always the best diet for the 
nephritic. Since some of our public health authorities 
have chosen milk as a vehicle for personal publicity 
we are apt to forget that it is not a cure all in a 
diutetic way. We are fortunate in having two speak- 
ers remind us that some of the carbohydrates are 
very valuable in the handling of kidney diseases. 
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THE NON-OPERATIVE TREATMENT OF 
GLAUCOMA* 


Harry Grapbwe, M. D. 
CHICAGO 


The field of non-operative treatment of glau- 
coma is so large that it is rather necessary to 
confine ourselves to a few simple phases. In con- 
sequence, I shall endeavor to confine my remarks 
to simple non-inflammatory glaucoma. The 
diagnosis will not be discussed. We will assume 
that diagnosis has been established along the 
lines of Dr. Suker’s dissertation of yesterday. 
We will assume we are dealing purely and simply 
with the question of treatment. Our treatment 
of non-inflammatory glaucoma in the majority 
of cases is not an immediate emergency. We can 
take time to feel our way, to feel the reaction of 
the patient to diverse measures, both local and 
general. I agree with Dr. Roth that the physical 
condition of the patient should be gone into thor- 
cughly, and that the individual resistance of the 
patient be brought up to the maximum. That is 
rather a question for the internist than the 
oculist to concern himself with. We confine our- 


selves strictly to local treatment of the eye. Our 
treatment must be based upon symptoms and the 
way they are influenced by our treatment. There 
are three major factors upon which we must hase 


our procedure. I have reference to intraocular 
tension measured tonometrically; I have refer- 
ence to visual fields, and by that I mean more 
particularly the peripheral fields than the cen- 
tral, because the central fields are not so influ- 
enced by treatment as are the peripheral; the 
third is the vision. Let us call this the triad 
of symptoms upon which we base the eourse of 
our treatment. Of course, there are a number 
of other things that apply; we are unable to 
differentiate the finer points, for example, exca- 
vation of the optic nerve head, a change in the 
color of the optic nerve head, changes in dark 
adaptation that may occur; these are of value in 
diagnosis, but of minor value in evaluating our 
treatment. There are two forms of simple non- 
inflammatory glaucoma—I prefer glaucoma sin- 
plex—in which the disease is in a comparatively 
early stage, where the visual fields are not down 


tc a danger point, regardless of the tension, an! 
ie | 


*Read before Section on Eye, Ear, Nose and Throat, Illinois 
State Medical Society, Moline, June 1, 1927, 
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those where vision is reduced below the point of 
value to the patient. These two types of case 
require rather different regimes in the manage- 
ment of the patient. In the beginning type we 
ere not pushed; we are not urged into measures 
of great severity, because we have weeks and 
months in which we may try out various methods 
before other measures need be determined. In 
the first place, these cases should not be oper- 
ated upon until they have been worked out thor- 
cughly from every standpoint. I believe we 
should start with a miotic, pilocarpin, for in- 
stance, instilled two or three times a day, and 
the course of the symptoms watched carefully, 
two or three times a week if necessary. The 
patient must be instructed to carry out thera- 
peutic massage. I believe it would be a great 
mistake to start with eserin or more powerful 
miotics. I furthermore believe it is a great mis- 
take to use eserin in any case for continued treat- 
ment. In some cases it is well tolerated over a 
considerable period of time, in the majority, 
not. 

And I do not believe that a case of glaucoma 
that requires eserin is a case that is satisfactory 
for non-operative treatment. If it cannot be car- 
ried with a weaker miotic it is not a non-operative 
case. It is a powerful drug to get you out of a 
bad situation, but you cannot play around with 
it. Under the instillation of pilocarpin, one-half 
or one per cent., the treatment must be watched. 
Pilocarpin becomes contaminated very easily and 
Lecomes more or less irritating to the patient. It 
is now put up in a different solvent, 1/5000 solu- 
tion cyanide of mercury. Pilocarpin in 1/5000 
aqueous solution of oxycyanide of mercury forms 
« stable combination which is not affected by 
the air. The patient may be given 30 c. ec. in 
In watching your 
triad of symptoms several phases are essen- 


whatever strength desired. 


tial, It is absolutely essential that you see 
your patient at approximately the same time 
every day, because the time of day has an 


influence upon the intraocular tension. There 


is a definite curve of intraocular tension that 
varies during the course of the day; it is 
high from five to nine o’clock a. m., sinks be- 
tween eight and nine and reaches a minimum 
in the evening between five and six. There is a 
slight rise between nine and ten in the evening 
and the level is maintained fairly well during 
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the course of the night. Early in the morning 
before daybreak the tension begins to rise. This 
has been worked out where the tension has been 
taken every hour. It makes no difference what 
time you see your patient, but it should be the 
same time every day. The relationship of the 
time of instillation of the miotic to the time at 
which the patient is seen plays an importan role. 
It is not enough to tell the patient to put a drop 
in the eyes three times a day—eight in the morn- 
ing, twelve and six—then to show up at the office 
whatever time suits his convenience between ten 
and four. See that a definite interval elapses 
between the time of instillation and the time of 
examination. Otherwise, minor variations will 
occur that may throw your records off. I said 
yesterday that the tonometer was of little value 
in diagnosing glaucoma, but it is of inestimable 
value in following the course. We are able to 
form a very fair estimate of the situation as to 
the value of the therapeutic measures established. 
The variation in tension will show the influence 
of the miotic in clearing the condition. The 
visual field changes are slow. It is essential to 
take visual fields every two or three weeks, be- 
cause the changes appear so slowly that a field 
after ten days will hardly be sufficient to allow 
you to use that factor in evaluating therapeutic 
measures. Visual changes are of value, but of 
less value than the other two factors in the triad, 
because the vision is so influenced by the general 
condition of the patient that minor changes 
apart from those produced by the glaucomatous 
condition will occur. If we place too great a 
value upon the visual changes that may occur 
during the progress of glaucoma we are apt to be 
misled. 

So the observation of the triad of symp- 
toms under a weak solution of pilocarpin should 
be our first step. If tension can be maintained 
down to normal limits and the vision remain 
essentially the same, keep that patient under 
filocarpin two or three or four times a day; 
oftener than four times a day is sometimes of 
value. If we find that the glaucoma symptoms 
are increasing despite our pilocarpin, then we 
must step the patient up to a stronger solution, 
two per cent., and if not sufficient, a weak eserin, 
one-fourth or one-half per cent. solution may be 
indicated, observing the symptomology all the 
time and feeling our way carefully along. It is 
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impossible to make a bold forward step and give a 
prognosis without therapeutic feeling of the way. 
At times we will find it is necessary in con- 
trolling the situation to use something stronger 
than pilocarpin, just as a temporary aid. In 
that case I have found the following prescription 
of value for temporary assistance but not for per- 
manent use: eserin sulphate 0.1; pilocarpin 
nitrate 0.6, adrenalin (1/1000) 2.0; distilled 
water 30.00. This is for continued use for a com- 
paratively short length of time, consequently, 
it is not wise to use too strong a solution of 
eserin. This is a considerably stronger miotic 
than the same strength of eserin or pilocarpin 
alone. However, a case that requires any miotic 
of this strength is not a case for medicinal treat- 
ment. Suppose we find that this will not hold 
our triad of symptoms quiescent? We have still 
other resources left before operating. Of recent 
years we have been using adrenaline for this 
purpose. As you know, there are still some 
theories regarding the effects of adrenaline, 
which when properly introduced into the eye 
causes dilatation of the pupil and at the same 
time a reduction of tension of the eye. This 


paradoxical reaction exists, difficult as it is to 


explain. In our cases adrenalin must be used 
cautiously because it does bear the possibility of 
danger. In the early cases, no, but in the later 
cases where there are adhesions, adrenaline can 
cause a flareup and acute hypertension. There- 
fore, in using adrenalin the patient must be 
under observation, and we must use judgment. 
If you are dealing with late glaucoma sim- 
plex with adhesions, be a bit cautious. It is suc- 
cessful in reducing tension, but it is not a per- 
manent factor. It is really a lift over the rough 
spots. It may be used as Hamburger advised, 
subconjunctival injection of three, six or eight 
minims. A simple way is to put it on a small 
cotton pledget, putting it into the conjunctival 
fold and allowing it to remain there two and 
one-half minutes. In the past few years Ham- 
burger has brought out a more concentrated syn- 
thetic adrenalin which has proven of great value 
as a lift over the rough spots; not a cure, not 
for continued use, but to help tide over the rough 
spots, possibly to hold until operation is advis- 
able. This is glaukosan—a synthetic adrenalin 
concentrated to two per cent. solution. There 
are two essential forms: links glaucosan and 
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amine. The amine glaucosan is the most power- 
ful miotic there is. It is used in acute inflam- 
matory glaucoma. There have not been enough 
oceasions to determine its real value, but un- 
doubtedly it is worth trying, although it is so 
powerful that it must be used cautiously. It 
does not replace operation in acute glaucoma, 
but it is for the purpose of overcoming the pre- 
liminary attack so that operation may be per- 
formed more easily and with a greater chance of 
success. The links glaucosan acts exactly as does 
adrenalin. It is instilled by anesthetizing the 
eye, allowing the patient to recline holding the 
eyelids open, and instilling two drops into the 
conjunctival sac and keeping the eyelids open 
for thirty seconds. Then the patient closes the 
eye and the excess is washed out; repeat in 
fifteen minutes and fifteen minutes later, until 
three to five instillations are given. It causes an 
anemia not only of the eye and lids but the entire 
side of the face—from the hair line down to the 
jaw is blanched. About ten minutes later dila- 
tation of the pupil sets in. It breaks up early 
iritic adhesions to the lens surface more effec- 
tively than any known mydriatic and even better 
than adrenalin subconjunctivally. The tension 
begins to fall after half an hour and continues 
for twenty-four hours. The minimum effect is 
reached eighteen to thirty-six hours after instilla- 
tion. This effect is maintained from five to seven 
days, depending upon the severity of the case, 
without the use of any further miotic whatever. 
With links glaucosan, as with adrenalin, there 
is danger in the late cases where some anterior 
adhesions have occurred. It is imperative that 
you observe your cases carefully; in fact, it is 
almost better to hospitalize the cases so that they 
can be under observation for twenty-four or 
forty-eight hours. We may then continue with 
our miotic and not infrequently it will be found 
that the links glaucosan has given such an im- 
petus to our result that the patient can be con- 
tinued under the use of miotics indefinitely. It 
is a big help in the rough spots. It is not a 
cure. Frankly, I believe that the majority of 
cases of glaucoma simplex eventually become 
operative, but I do believe there is a sufficient 
number of cases of glaucoma simplex that can 
be controlled with miotics that we are not justi- 
fied in operating until we have exhausted our 
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therapeutic possibilities and until we determine 
in which class our patient belongs. 


DISCUSSION 

Dr. J. H. Roth, Kankakee: Dr. Gradle let me 
have some glaucosan and I tried it on one case early 
last winter. The patient had tension in both eyes, 
one was 47 with the tonometer and the other 35. 
The fields were typically contracted. Pilocarpin was 
used in this case for awhile but did not relieve the 
tension and finally we resortd to eserin. The tension 
in the right eye was 39, left 34. Then we got the 
link glaucosan and inside of one hour the tension 
dropped to 28 in the right, 20%4 in the left. He was 
seen three days later and the tension was about the 
same. We continued with pilocarpin and after three 
weeks the tension in the right eye was 26, left 21. 
Another case with an acute inflammatory glaucoma 
had already had one eye operated on successfully fol- 
lowing an acute inflammatory attack. Tension was 
63, and we used eserin. The tension dropped next 
evening to 28, but continued to rise from April 31 to 
May 18, until it reached 43, and then we used glau- 
cosan and brought it down to 28 next day. However, 
it has been going up since May 18, and on May 25 
was 35, and will probably be operated on the last of 
this week. Another case in which we used glaucosan, 
the tension was 38 in the right eye, left 41. We had 
used pilocarpin but the tension remained the same. 
Then we used glaucosan in the right eye and the 


tension dropped to 24, and has remained around 30 


since then. This case was operated on last week. I 
wanted to ask Dr. Gradle when you open an ampule 
and do not use it entirely, how long will it remain 
without deterioration? 

Dr. O. B. Nugent, Chicago: I used glaucosan in 
five cases in the Eye Clinic in Shikarpur, India, this 
year. Dr. Poyales of Madrid, Spain, brought a small 
supply of it to the clinic and we had a chance to 
observe its action in the more severe forms of glau- 
coma. The drop in tension ranged from fifteen to 
twenty-four degrees. I did not observe how long 
the tention remained low as the patients did not 
remain longer than one day. 

Dr. Michael Goldenburg, Chicago: There is really 
not very much to discuss, but I feel that some points 
should be stressed. I have very little faith in the 
non-surgical management of glaucoma, and agree with 
Dr. Gradle’s last statement, that probably all the cases 
will eventuate in operative interference. However, 
there are cases where one is compelled to adopt a 
medicinal routine for economic or systemic reasons 
or prejudice, and under such conditions I can fully 
endorse the management outlined by the essayist. The 
bad feature of endorsing or encouraging such treat- 
ment is not the outline per se, but the danger of in- 
fluencing practitioners of limited surgical training to 
adopt a medicinal routine in preference to surgery 
where it is definitely indicated. At the Illinois Eye 
and Ear Infirmary and in private practice I have seen 
a great many cases of glaucoma that have been 


GRADLE 129 
treated by non-surgical methods over short and long 
periods, with the most disastrous results. In some of 
these cases vision was entirely lost or reduced to 
recognition of hand movements; in others they came in 
for the mere relief of pain. For a non-surgical 
regime to be efficient you must have an intelligent pa- 
tient with the utmost faith in your efforts so that 
you can depend on his or her co-operation. Unfor- 
tunately the great majority of these cases are neither 
amongst the intelligent, nor have they a faith that is 
not readily disturbed. The tension and fields must 
be taken frequently, the education of the patient to 
recognize the danger symptoms must be rigid. In the 
non-congestive or simplex type their only complaint 
is of a gradual loss of vision, and they more fre- 
quently first consult an optician. Usually when this 
type of case reaches the oculist vision is already mark- 
edly reduced and surgical interference rarely improves 
the vision; in fact, it is more likely to be reduced 
later. This is due to the fibres already destroyed or 
badly injured that are still feebly functioning, that 
eventually must die, and our perimetric fields will later 
disclose greater constriction. 

Dr. Harry Gradle, Chicago: In reply to Dr. Roth’s 
question as to how long this preparation may be 
exposed, it is an unstable preparation. In a cold 
temperature the contents of the ampule may appear 
to be crystallized, but the crystals may be dissolved 
by warming the ampule in warm water. After it has 
been opened the contents are good for only twenty- 
four or thirty-six hours, as some chemical change takes 
place. However, there are only about six or eight 
drops in one container, so it does not amount to 
much. I do not consider that all cases of glaucoma 
simplex are eventually surgical, but I do believe that 
the inflammatory type invariably becomes surgical. 
With clinic patients such as are seen at the Infirmary, 
the regime I have endeavored to outline is entirely 
impossible. Such cases have to be surgical and as 
a result the records of large charitable institutions 
do contain a large number of operations which in 
private practice would vary somewhat. Abroad it is 
true that the largest number appear in the clinics. 
That is not true here. The percentage of private 
patients predominates over the percentage of clinic 
patients. I still maintain that the remarks I made 
hold good, with the exception of the large clinics 
where one has to deal with a floating population. But 
in private practice in the city or country, the regime 
of management from a medicinal standpoint can and 
should predomniate. In the use of miotics in the 
eye I believe the eyeball should be massaged with 
the fingers of the patient for about one minute at 
the rate of 120 depressions per minute. The patient 
will soon find that he can reduce temporary hyper- 
tension with massage, In case we find that the glau- 
coma simplex—non-inflammatory glaucoma—is of the 
surgical type that does not yield to medicinal treat- 
ment, we must then resort to operative procedure in 
the endeavor to maintain the function of that eye 
for the patient. In that endeavor we are obligated 
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to utilize such measures as in our estimation will give 
him the best chance of maintaining such vision as 
is in existence and at the same time, present the least 
chance of losing the function of that eye from the 
operation. Consequently operation that does the least 
possible damage is far to be preferred to cne that 
has a higher percentage of good results but is at- 
tended with more danger. There is altogether too 
much operating on the lines of a filtration operation, 
which is fraught with danger not only at the time of 
operation but throughout the life of the patient. An 
operation bearing less possibility of present and future 
danger should be advised. 


OTITIS MEDIA IN INFANCY* 


TERALD M. Crine, M. D. 
BLOOMINGTON, ILL. 


In the late summer and autumn of 1923 in 
my particular locality, I was confronted with 
what seemed an epidemic of otitis media in in- 
fancy occurring with various complications. I 
found very few articles on this particular sub- 
ject. Keeping records on all cases from year to 
year soon led me to believe that this malady was 
much more frequent than one would suspect. 
So from these records and with the verification 


of a consulting otologist, Dr. Harold R. Watkins, 


I have compiled this report. During the past 
year many more articles have been written on 
this subject. 

The disease itself is intensely interesting to 
the pediatrician and otologist. Much light has 
been thrown upon this subject through the vari- 
ous studies of the anatomy, bacteriology and 
autopsy findings of the infant aural canal and 
appendages, by such writers as Marriott,’ Drury,’ 
Alexander,’ Trible* and Deane*®. According to 
Drury,? the anatomical conditions of the infant 
auditory duct particularly favor the occurrence 
of otitis media. 

This author states: 

The tympanic cavity of infants contains abundant 
mucous tissue and plenty of fluid in the first few 
weeks of life. Both are excellent culture media for 
invading bacteria and the edematous tissue is subject 
to very rapid purulent transformation. The eustachian 
tube of this period of life is remarkably short and 
wide and the muscles are poorly developed. It can- 
not be definitely denied that in some cases the eusta- 
chian tube is not completely closed at birth, and it 
is through all these conditions that infection of the 


*Read before the Section on Medicine, Illinois State Med- 
ical Society, Moline, Illinois, June 2, 1927. 
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infantile middle ear from the pharynx is particularly 
favored. 

Sykes® states: 

The eustachian tube of an infant is 14 m.m. in 
length, and horizontal in direction; while the adult 
tube is 33 m.m. to 38 m.m. long, and passes obliquely 
upward and backwards to reach the tympanum at a 
higher level. The tympanic floor of the infant is 
slightly below the level of the nasal floor, while that 
of the adult is some 20 m.m. to 22 m.m. above the 
floor of the nose. The pharyngeal mouth of the in- 
fant canal is about the same level as the hard palate, 
which in the adult it is 10 m.m. above. It can easily 
be seen that the infantile tube has the physical char- 
acteristics which favor the entrance of germs and 
secretions from the nose and nasopharynx. 

According to Gomperz,’ 

Other conditions, such as the following may account 
for the frequency of otitis media in infants: 

1. The fact that the tubal ostia open into the naso- 
pharynx. 

2. The mechanics of birth cause circulatory changes, 
and therefore hyperemia and edema of the mucous 
membrane of the middle ear. 

3. The fetal characteristics of the middle ear mem- 
brane which persist. 

4. Immaturity of the new born. 

5. Traumatic injury of the middle ear before and 
during birth, entrance of amniotic fluid and con- 
tained particles into the middle ear. 

6. Coughing, sneezing, crying, vomiting, can intro- 
duce infection into the middle ear. 

The author is particularly interested in this 
last statement, for his office records taken over a 
period of four years, 1923-1926, on 476 infants, 
contained such a history in almost all cases. One 
especial phase which he wishes to call attention 
to is sneezing. Close observation of many in- 
fants at the time of sneezing showed that the 
majority of them sneeze with their mouths closed 
instead of open, as an adult usually does, and 
lence mucous material is forced up the short, 
wide, open eustachian tube into the middle ear. 
It was interesting to note, also, that 354 infants 
under six months of age were the first-born in 
each family and so, nearly all had new clothing 
and blankets. New blankets are very linty, and 
commonly this lint is found around the external 
nares of the infant, and certainly acts as a for- 
eign body which will cause irritation of the mu- 
cous membrane with subsequent results. (ue 
procedure so common among mothers is the 
cleansing of the nares with dry cotton, which 
also acts as a foreign body. The pernicious 
habit of parents and relatives dressed in street 
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clothes, of holding, fondling, and kissing the 
infant certainly opens an avenue for nasopharyn- 
geal infections resulting in otitis media. 

According to the autopsy findings of Preysing*® 
on one hundred children, less than three years 
of age, there were pathological changes in the 
middle ear in 81 per cent. In doing autopsies 
on children at St. Vincent’s in Chicago, Sykes® 
was frequently surprised to find the middle ear 
full of pus, where no ante mortem diagnosis of 
such had been made. The tympanic membranes 
had disguised any symptoms of an otitis media 
which could have been recognized only by an 
ctoscopic examination. 

According to Marriott? and Trible,* the in- 
vading organisms may be staphylicocci or strep- 
tococci, particularly of the hemolytic strain. In 
my experience these two types have been the pre- 
dominating organisms. 

Symptomatology. The symptoms are much 
more variable than in the adult. In the infant 
the symptoms may be so indefinite as to be of 
little or no diagnostic value to the practitioner. 
The two types I noticed according to symptoms 
were: 

1. The infant without elevation of tempera- 
ture, 

2. The infant with elevation of temperature. 

Although the writers mentioned report tem- 
perature as almost a constant but variable symp- 
tom, I wish to report my findings on those with- 
out temperature, particularly on those under six 
months of age. 


Total number of cases 
Under 6 months of age 854 (74.5%) 
Over 6 months of age 122 (25.5%) 

306 of the 854 cases wie 6 months were without tem- 
perature (86.38%). 

48 of the 354 cases under 6 months had temperature (13.7%). 

64 of the 122 cases over 6 months were without fémperature 
(52.8%). 

58 of the 122 cases over 6 months had temperature (47.5%). 

By the term “without temperature” I mean a 
rectal temperature of 100°F or less taken every 
three hours during the acute course of the in- 
fection. 

The greatest number of cases recorded were 
in 1926, showing an increase of at least 50 per 
cent. over any one of the other three years. To 
my surprise, the summer months first, and win- 
ter months second, showed as high as a 15 per 
cent. increase over the spring and fall seasons; 
also that the months of July and December 
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showed as high as a 20 per cent. increase over all 
other months. These statistics, therefore, lead 
me to believe that: 

1. The season of the year has nothing to do 
with the prevalence of otitis media in infants 
under six months of age with no elevation of 
temperature. 

2. That during the inclement weather of the 
fall and spring months the mothers do not ven- 
ture to bring their babies to the office, 

3. That many infections of long duration 
which appear in the summer months are carried 
over from the spring months. 

The usual symptoms are that the baby cries 
immediately after feeding or at times stops and 
cries during feeding. His cry may be shrill, 
intermittent, harsh and painful, or just fussy; 
end after crying it out for a period of thirty 
minutes to one hour, he drops off to a sleep which 
usually is very restless. The time for his howl- 
ing seems to run in cycles. Some cry all day 
and sleep at night, and vice versa. Some begin 
te cry at 6 or 7 a. m. or at 2 p. m., but most of 
them begin about 8 o’clock or entities After a 
feeding at 6 or 7 p. m. and a short nap, the 
infant awakens with a jerk, hands fly up over 
his head, and he is started for the night’s party 
until midnight or after. Feeding during this 
time does not relieve him, only makes him worse. 
If picked up and rocked he may fall back into 
a fitful sleep which lasts only a few minutes, 
when he again jumps as if some sharp pain had 
seized him. Finally he may drop off to sleep 
from exhaustion. The acts of hiccoughing, sneez- 
ing, coughing, and swallowing seem to cause 
pain and increase his crying. Generally his 
nasal air passages are blocked, or his nose may 
be buried against his mother’s body, which really 
is self-politizering by forcing air up through 
his eustachian tubes. How well do we adults 
know this if we have an acute ear and we are 
forced to cough, sneeze or blow the nose. 

One other characteristic symptom which the 
mother notices and reports is that he continually 
rolls his head back and forth, and at times gets 
relief when his head lies close to his mother’s 
warm breast or when her hand or a warm cloth 
is placed over each ear. Also she reports that he 
seems more comfortable in an upright position, 
which is natural, since that position affords the 
best drainage of the aural canal. The creaking 
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of the floor, the ringing of the telephone in an 
udjoining room, the dropping of articles, cause 
him to jump in his sleep only to awaken and 
start again. Then the mother complains she has 
uv nervous child and tries to explain this by hered- 
ity, by her condition before birth, or the father’s 
nervous condition. This type of case is soon 
diagnosed colic, hunger, or what-not; and feed- 
ing changes begin. Finally he comes to us with 
« history of a healthy baby at first, gaining until 
a change of foods was tried, breast feedings had 
been eliminated and yet nothing agreed. Usually 
the artificial foods were fed according to the 
directions on the packages, and his tolerance was 
broken for almost any kind of food. Frequently, 
however, we were fortunate enough to see several 
of them before feeding changes had been made. 
Then the infant was well nourished and physi- 
cally a picture of health. My statistics show 
that 50 per cent of them were normal or over- 
weight, and that these cases yielded a great deal 
better to treatment than others. 

The mother may or may not give a history of 
the baby having a cold, but usually reports that 
he sneezes a great deal and occasionally spits up 
milk, and that he brushes his ear with his hand 
or pushes one finger into the canal. 

Examination. Examination of ears show 
hyperemic tympanic membranes, one or both, 
particularly at the time of distress, but you may 
see him the next morning when both middle 
ears have drained themselves and the tympanic 
membranes look perfectly normal. A _ baby’s 
crying increases the redness of his skin and 
mucous membranes, so as a matter of precau- 
tion, allow him to quiet down for a while by 
having him nurse for ten to fifteen minutes until 
the redness disappears. Another important fac- 
tor to remember is that one ear may be affected 
one night and the other the next night, depend- 
ing a great deal on which nostril is blocked. So 
it is with ourselves—one nostril may be blocked 
one hour, while an hour later that side may be 
clear and the opposite side blocked. If we lie 
down on our right side, the nostril on that side 
will be blocked and the left one open; so why 
would not the same be true with the baby that 
spends all his hours in a recumbent position, and 

s changed from one side to the other several 
times a day, thereby causing the drainage from 
the nose to flow over the orifice of the auditory 
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tube? Many times we have been able to predict 
from an examination of the nose which ear we 
would find affected. 

As stated, the tympanic membranes may be 
red and many times we have found one red, not 
bulging, the other pearl gray and normal in 
color. Then others may show bulging particu- 
larly in the upper quadrant around the hammer. 
Comparison of these two membranes with one 
another on the same baby or routine examination 
of every baby’s ears soon gives you a picture of 
the pathological ear. One important factor is 
to watch for cerumen on the tympanic membrane 
or in the canal. This obstructs the view; but 
if it is wiped out with a dry applicator, trau- 
matic reddened tympanic membranes may be 
produced, thereby obscuring or misleading you 
in the diagnosis. Therefore, it is important that 
the cerumen be removed carefully with a small, 
well-oiled, loosely-made applicator. Further ex- 
emination shows very frequently the mucous 
membranes of the nostrils inflamed and swollen, 
and the nasal passage partly or completely 
blocked on the side of the head on which the ear 
is involved. Mere handling of the external ear 
at times causes the baby to cry. Very often a 
small lymphatic gland appears behind the in- 
volved ear, or behind both if involved. Usually 
the case of long standing shows the enlarged 
lymphatic glands. These two factors alone can 
determine your diagnosis. 

Duration. Frequently these cases have a his- 
tory of the same symptoms for six weeks before 
you see them; and despite your treatment may 
last that long with one or both tympanic mem- 
branes bulging just as much as when you first 
saw them. Then you may decide to wait until 
the next day for another myringotomy, and he 
may stop crying that night for good, showing 
that the tube probably has opened and the middle 
ear has drained itself post nasally. My records 
showed that the average duration of each case 
was twenty-two days, and that the cases occur 
ring in the month of September averaged five 
and a half weeks in duration. 

Differential Diagnosis. First of all, we must 
stress the importance of using a good electrical 
otoscope in the routine examination of all babie? 
ears so as to keep ourselves constantly prepared 
to notice the pathological conditions. 

Under this heading we must consider colic, 
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which as we know has been and will be for a 
long time a universal diagnosis for a erying 
baby. True it is that colic may run its peculiar 
cycle of time in the day and continue as long 
as otitis media; but the otitis baby cries while 
feeding and immediately after feeding, while a 
colicky baby will usually get some relief from 
warm food in the stomach. Enemas, given prop- 
erly, do not relieve, but we know many times 
they do relieve colic. Such medicines as we 
might prescribe or those given by grandmothers 
and neighbors, such as catnip, fenel, etc., do not 
bring relief. Moreover, the regulation of his 
food to the best of our knowledge or the holding 
of him over his mother’s shoulder to expel swal- 
lowed air is of no avail. But when warm phenol- 
glycerine, olive oil, or a myringotomy do relieve, 
we are forced to make a diagnosis of otitis media. 

Hunger is probably second in importance, but 
many times our patient is gaining, is standard or 
overweight, and perfectly satisfied on his good 
days. The under-weight infant, no doubt, with 
his many changes of foods is hungry, although 
we must consider that it is natural for every 
baby in pain to suckle upon something, even the 
pacifier. 

Such other things as safety pins, tight cloth- 
ing, tiresome positions, or the possibility of his 
being spoiled, must all be considered before one 
arrives at a diagnosis. 

Complications. The writers previously men- 
tioned speak of the associated diarrhea condi- 
tions, but here I wish to speak of the stool 
changes in the cases without elevation of tem- 
perature. If the baby has had a bad night and 
finally gets relief from ear drops, invariably the 
next day the stools will be more frequent, mu- 
cousy, green, and often watery. This condition 
might the next day return to normal, provided 
he has a good night. However, the diarrhea may 
continue until a myringotomy is done. Usually 
this intensifies the condition the first day, but 
later it clears it up more rapidly. I believe that 
the reason for this is that any gentle irrigation 
after myringotomy may carry part of the con- 
tents of the middle ear through a re-opened eus- 
tachian tube into the pharynx, thence into the 
gastro-intestinal tract. With this diarrhea so 
universally recognized certainly we are justified 
in believing that our patient also suffers distress 
from a gastro-enteritis as well as from ear pains. 
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Because of the recent work being done on the 
change of the intestinal flora with acidified 
milks, I was interested to note that my bottle 
fed infants did a great deal better on lactic acid, 
buttermilk, and protein milk, than on other 


preparations. 

Vomiting is also mentioned as a complication. 
My records showed that the frequency of this 
complication was even greater than one would 
suspect. The following case report might well 
be kept in mind: 

Baby girl, four weeks of age, with projectile vomit- 
ing of breast milk immediately after taking, crying 
in pain after feeding; no elevation of temperature; 
green stools (probably in this case starvation stools) 
—and yet no visible peristaltic waves could be seen. 
A tentatived diagnosis of beginning pylorospasm was 
made, but at the time of the second visit both 
tympanic membranes were bulging. An immediate 
myringotomy was done; the baby stopped its projec- 
tile vomiting at once and made an uneventful re- 
covery. 

Sinusitis has been shown during the last two 
or three years by Deane of Iowa City and Mitch- 
ell of Memphis to be more frequent than we had 
ever realized. This may also be a complication 
of otitis media, but on the other hand otitis 
media may be a complication of sinusitis. The 
frontal sinuses are not developed; but all others 
are present and may become infected, and do 
many times, but remain undiagnosed. 


Case Report: Boy, three weeks of age; weight 
4¥%4 pounds; operated upon for strangulated inguinal 
hernia under ether anesthesia; developed a double 
otitis media in one week and many furuncles over 
the entire body. The furuncles required many lanc- 
ings. Numerous myringotomies were done on both 
tympanic membranes with temporary relief each time. 
Furuncles cleared nicely with the help of the ultra 
violet ray. At the age of four months he was still 
having attacks of diarrhea and earache, requiring a 
myringotomy on the average of once a week. For a 
following period of two weeks his ear condition and 
diarrhea had disappeared and he was gaining nicely; 
when suddenly he began crying from pain which 
lasted for thirty-six hours, without relief from 
enemas, etc.; both ears normal in appearance; tem- 
perature 106 F. rectally; marked meningismus; chest 
and urine negative. But on examination of his 
mouth, we noticed a drop of pus which with pres- 
sure by the index finger could be expressed from 
the gum above the area of the upper incisor tooth 
on his left side. X-ray showed the left maxillary sinus 
to be cloudy. This area was drained and washed 
through the nose with immediate relief from pain; 
meningismus and the temperature returned to normal 
in four hours’ time. This baby’s ears have been nor- 
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mal for 1% months; but on the average of once 
every two weeks he cries with pain, his temperature 
rises to 100-101 R., meningismus returns, and with an 
antrum drainage he gets immediate relief. He has 
been fed entirely on protein milk and at six months 
weighs 14% pounds. 

Meningitis, although not a frequent compli- 
cation of otitis media, does occur, particularly 
in neglected cases. We have had six cases, seen 
in the beginning stages, giving a long history, 
but all died within a week after entering the 
hospital. Post mortems were not permitted. 

Meningismus seems to be a rather frequent 
complication, especially in older infants, but it 
readily disappears with removal of the cause. 

In accordance with Marriott’s' opinion, we 
think we perhaps have had several develop mas- 
toids which finally drained themselves with com- 
plete recovery. However, we have operated upon 
several others and have yet to find uninvolved 
mastoid or zygomatic cells. .Our youngest case, 
five months of age, with double mastoid was op- 
erated upon with a complete recovery. 

Periostitis may develop and is not an uncom- 
mon complication which must be treated ac- 
cordingly. 

Furunculosis of the ear canal is frequent, re- 
sulting from long drainage problems in the rup- 
tured cases or in cases on which myringotomies 
have been done. 

To date we have had no arthritic complica- 
tions; but pyelitis especially and nephritis are 
very frequent sequelae. Tabulations of my rec- 
ords on this particular phase showed exactly the 
same number of cases in the infant under six 
months as the infant over six months of age, or 
%% of the cases in each group developed some 
form of kidney complication, 


TREATMENT 


The treatment of uncomplicated cases resolved 
itself to medical and operative procedures, ‘Two 
hundred sixty-six infants under six months of 
age were given medical treatment which con- 
sisted of instillation of warm phenolglycerine in 
varying percentages from 5-12% at 15 min. to 
2 or 3 hour intervals. Applications of warm, 
wet, flannel cloths and instillation of olive oil, 
liquid petrolatum, or glycerine were also valuable 
adjuncts. Two important factors to be kept in 
mind are to leave the infant on its side long 
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enough for the warm oil to come in contact with 
the tympanic membrane and ‘ater to hold the 
patient in an upright position so as to help 
establish drainage through the eustachian tube. 
During the months when the epidemic became 
general, telephone messages to mothers advising 
the use of warm olive oil saved many a night 
call. Relief was usually very prompt the first 
time the warm oil was used because of the 
warmth of the oil. Such a result was valuable 
in convincing the parents that their child was 
suffering from earache instead of from colic. 
However, in the majority of cases there was very 
little post nasal drainage of the middle ear, and 
the distress would return later with all its symp- 
toms. As to the routine usage of shrinking nasal 
drops, I am not yet convinced that this is a good 
procedure; for quite frequently any of these 
preparations will act as an irritant to the mu- 
cous membranes, and cause sneezing. Warm 
fresh air in the room is certainly advisable. Fur- 
thermore the co-operation of the parents in not 
changing the feedings, in keeping their infants 
at home and in continuing the warm ear drops, 
in time will usually bring permanent results un- 
less other indications for surgical intervention 
appear. 

Righty-eight infants under six months of age 
were operated upon. ‘The average number of 
myringotomies performed on each subject was 
four, while the largest number was eighteen. 
Our choice of incision is a semilunar posterior 
inferior myringotomy. The usual findings were 
serous or serosanguineous fluids, depending a 
great deal upon the types of the causative organ- 
isms. Rarely on the initial incision did we find 
pus, except in cases of long duration. A bulg- 
ing of the superior posterior canal wall is of 
paramount importance in the diagnosis of a mas- 
toid involvement. 

Drainage Problem. Our choice for irrigation 
was either lysol, sodium bicarbonate, or boric 
acid solution, in the order named. Proper irti- 
gation should keep the membrane from closing 
before the middle ear is dry. When the dis- 
charge was only serous, an alcohol wick of cot- 
ton or gauze kept in the canal and replaced twice 
daily under aseptic conditions gave surprisingly 
satisfactory results, thereby proving that some 
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infection must be secondary to external influ- 
ences which cause the discharge to change to pus. 

Since the chief object of this paper is the con- 
sideration of the infant under six months of age 
without an elevation of temperature, I am 
obliged to limit the records of our observations 
to a few case reports on infants over six months 
of age with an elevation of temperature. Most 


of these cases were associated with colds, but were 
more often found in cases of malnutrition and in 
those suffering from acute and chronic infections 
of tonsils and adenoids. 


Case Report 1: Female, 724 months of age, under 


weight, came in in a semi-comatose condition, with 
a history of a high temperature (106 R), frequent 
convulsions of seventy-two hours’ duration, and a 
diagnosis of gastro-intestinal intoxication particularly 
because of an associated diarrhea. General physical 
examination was negative except for both ears show- 
ing a distinct bulging of the intensely reddened 
tympanic membranes. A myringotomy was performed 
on both membranes with a resultant discharge of 
thick pus. Temperature dropped to 100 R in seven 
hours, convulsions ceased, diarrhea increased in sever- 
ity for twenty-four hours, but then cleared up rap- 
idly; and the infant made a speedy recovery. 

Case 2: Male, 9 months of age, weight 16 pounds: 
gave history of having tried many different kinds 
of food with none agreeing, vomiting quite frequently 
after feeding, frequent attacks of severe diarrhea, 
losing in weight, fussy but no shrill crying as if in 
pain. Rectal temperature ranging from 99 F to 
102 F or 103 F daily, but no evidence of any cold. 
General physical examination revealed an under- 
weight, malnutrition baby, with no signs of an acute 
abdomen, urine negative, both macroscopically and 
microscopically, but both tympanic membranes were 
pale and lusterless; no bulging or redness present. 
Because of the loss of the luster both membranes 
were incised revealing an abundance of thick yellow 
pus which continued draining for several days. As 
usual, the diarrhea increased for a few hours, later 
clearing up. Vomiting ceased immediately; the same 
food was continued and the infant began to make a 
steady, rapid gain in weight and became a happy, 
healthy, member of the family. 


In our follow-up of a great majority of these 
cases, we have yet to find anv single case show- 
ing impaired hearing. 

CONCLUSIONS 

1. Otitis media in infancy is far more preva- 
lent than we previously have been led to believe. 

°. Eighty-six and three-tenths per cent. of 
the cases reported herein were of infants under 


six months of age with tio elevation of tempera- 
ture, 
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3. The anatomy of the middle ear and its 
appendages in infants is conducive to infection. 

4. Irritation of the nasal mucous membrane 
is an important causative factor in middle ear 
disease. 

5. Our classification of otitis media in in- 
fancy is, 

A. <A positive fluid pressure in the mid- 
dle ear which might be termed “hy- 
dro-oto-piesis” or water ear pres- 
sure. 


B. A true inflammatory otitis media. 
6. Undoubtedly the middle ear can drain it- 


self by changing the position of the patient. 
7. Early medical treatment by way of the ex- 
ternal auditory canal will reduce the incidence of 


true otitis media and its complications. 
8. Routine examination of all baby’s ears is 


of paramount importance before arriving at diag- 
nosis. 
DISCUSSION 


Dr. Robert H. Graham, Aurora: I am sure that 
Dr. Cline should be congratulated on this very ex- 
haustive review of this subject. 

He was kind enough to send me his paper several 
weeks ago and I can assure you that the complete 
paper was even more exhaustive than that which he 
gave here. Because of his limited time he did not 
give his complete paper. 

To me one of the most important points he has 
brought out is the use of the otoscope. I believe 
that the routine examination of every sick child with 
the otoscope is most important. I think it is neg- 
lected in many cases where an examination of the 
ear drum would give very important findings. 

I would like to ask him several questions in open- 
ing the discussion. First, the direct indication for the 
initial myringotomy and what would be his indication 
for subsequent myringotomy ? 

The statement that he used several myringotomies, 
an average of four, was rather startling. At the 
same time, I believe especially with otitis media in 
a child of six months, that usually our treatment is 
not sufficient. And if repeated myringotomy helps in 
the treatment of otitis media in children under six 
months, and that was the gist of the paper, it is well 
worth our discussion and attention. Another ques- 
tion regarding the removal of adenoids in a child 
under six months and one having repeated otitis media 
whether or not in his experience that would be 
justified. 

Also I would like to ask if he makes any point of 
differentiation between an otitis media and a catarrhal 
otitis. That undoubtedly comes under the definition 
of an otitis media. In my own experience I have 
found that one or two myringotomies followed by 
boric solution irrigations by a competent nurse or 
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mother very frequently will keep an incision open 
and draining until the otitis media is cured or at 
least relieved for this attack. 

I would like to ask Dr. Cline the percentage of his 
cases of otitis media in older children which have 
led to a mastoid involvement. 

I would like to again compliment the doctor on his 
treatise of this subject and again emphasize the 
use of the otoscope in routine examinations of all 
children regardless of indications. 

Dr. Irving I. Muskat, Chicago: In an examination 
of these children who have signs of colic, it is also 
sometimes very difficult to make a diagnosis whether 
or not they have an acute otitis media. In looking 
with the otoscope you may only find a slight redness 
which may be due to crying or possibly may come 
from some other source, as from pulling on the ear. 

The diagnosis is often made by examining the 
pharynx of the child whereby one may see exudate 
of pus or serum from the pharyngeal orifice. 

Regarding repeated myringotomies I believe this is 
often repeated because of the formation of a clot 
after the first one. We know that the membrane 
heals very rapidly and that the first clot should be 
washed out with peroxide immediately after the open- 
ing of the drum membrane. 

Dr. Gerald M. Cline, Bloomington (closing): At 
this time I wish to thank Dr. Graham for his excel- 
lent discussion, also Dr. Muskat. 

In answer to Dr. Graham’s questions about the abso- 
lute indication for an initial myringotomy, I feel 
that a bulging ear drum which cannot be relieved by 
the use of phenol glycerine should be incised. Of 
course, the questions we have to face in doing this 
are: that none of us like to operate upon a small 
infant under 6 months of age, and second, that it is 
not the easiest thing in the world to obtain the parents’ 
permission to do it. In many of these cases we feel 
in our own minds that we should do an immediate 
myringotomy when we first see them, but we send 
them home with phenol glycerine, which frequently 
relieves temporarily and consequently sells the idea 
to its parents that their child is suffering with ear- 
ache. After the infant is relieved by the initial myrin- 
gotomy we usually have little trouble in obtaining 
permission for the succeeding ones. 

As to my indications for subsequent myringo- 
tomies. I feel that these cases will clear up more 
rapidly with repeated myringotomies than they will 
by the continual use of phenol glycerine. My records 
do not show this, for we do not have the opportunity 
to incise as many as we would like to. However, sev- 
eral cases that have had several myringotomies con- 
vinced me that they usually get quicker permanent 
results. 

The removal of adenoids again brings up the ques- 
tion of permission from the parents and the fact 
that usually an infant is not the best surgical risk. 
We have taken out adenoids in several 9 months of 
age and an occasional one under 6 months of age 
where we were really forced to because of the nasal 
obstruction. 
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I did not have time to read our points on irriga- 
tion of these ears after the myringotomies. That 
seems to be the real question we are confronted with 
today. How can we keep these ear drums open long 
enough to drain out all the increased fluids? — Irri- 
gation, of course, by the mother is a hard problem 
for usually she is so worried and afraid that she is 
not thorough enough. One procedure we are doing 
is making an applicator wick of cotton soaked in 
alcohol and placing it in the canal immediately after 
the myringotomy. This is changed frequently by the 
mother. I believe this helps to prevent an external 
infection and also acts as a wick to facilitate better 
drainage. It must not be made too large so as to 
cause a blockage. 

The percentage of mastoids complicating otitis 
media in older children, I think, varies a great deal 
according to the type of care given the involved 
ear. Adequate early drainage is certainly advisable. 

As to the finding of pus in the nostrils and posterior 
pharynx, I have been watching for it. I think it is 
important to a certain extent from a diagnostic stand- 
point in older children of sinus infection, particularly 
the finding of pus underneath the middle turbinate 
which has drained out either from the ethymoid or 
maxillary sinuses. 
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THE POSITION OF THE OPHTHALMOLO- 
GIST IN THE MEDICAL PROFESSION* 


Rosert H. Buck, D.D.S., M.D., F.A.C.S. 
CHICAGO 


To observant men in the ophthalmological 
branch of medical practice, it is becoming in- 
creasingly evident that between ophthalmologists 
and their fellows in general practice there is a 
notable lack of that intimate relationship which 
should exist between all branches of the medical 
profession. 

The exigencies of modern business and pro- 
fessional life demand a vastly greater use of eye- 
sight, and this, too, under conditions of artificial 


*Read before Section on Eye, Ear, Nose and Throat, Illinois 
State Medical Society, Moline, June 1, 1927. 
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illumination. Advances in our knowledge of 
eyesight conservation have kept pace with these 
demands, while our researches into the under- 
lying systemic causes of eye diseases have been 
unremitting and have been fraught with a full 
measure of success; unfortunately,.our contacts 
with our fellow medical practitioners and 
through them with the laity have been sadly 
neglected. 

It is true that we have gained recognition as 
an ultra-scientifie branch of the healing art, but 
this has only served to place us in a position 
of austere isolation; a position in which we find 
ourselves divorced from that intimate contact 
with the ordinary every-day demands for our 
services as refractionists in which we are able 
to give a full measure of service to our fellow 
men. 

In other words, we are rapidly coming to be 
recognized as a group of scientific research 
workers, basing our observations on our experi- 
ences in free clinics and catering only to cases 
requiring knowledge of pathological conditions 
and surgical skill. 

This, at least, is the present day conception 
of many medical practitioners and of the public, 
as well. The consequence has been that astute 
commercially minded people have grasped the 
opportunity. They advance the argument that 
the fitting of glasses should be left to refraction- 
ists, and that only such cases as show symptoms 
of disease should be cared for by ophthalmolo- 
gists. Such sophistries are being accepted even 
within the ranks of the medical profession. 

The fallacy of such argument becomes at once 
apparent when tt is pointed out that no course 
cf training short of a complete medical education 
suffices to qualify a man with the skill and judg- 
ment necessary to recognize the symptoms of 
incipient ocular pathology. In addition to this, 
he should possess a special knowledge of the eye, 
the most highly differentiated sense organ in the 
body if he is to make a proper application of the 
recognized methods of treatment, including the 
prescribing of glasses. 

A proper examination of the eyes should com- 
prehend a thorough consideration of all the 
organs involved, not merely locally but remotely 
as well, and this requires all the knowledge of 
general medicine possessed by a fully qualified 
Physician, Such an examination cannot be sat- 
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isfactorily made without the use of drugs, It 
should include a careful observation of the con- 
dition of the lids, tear sacs, conjunctiva, cornea, 
iris, lens and the size and reaction of the pupils. 
Tension should be determined, fields outlined, 
color vision noted, and muscular balance ascer- 
tained. A painstaking refraction should be made 
under a cycloplegic, if necessary, and last and 
most important, there should be a thorough 
cphthalmoscopic examination. 

The early ocular manifestations of such gen- 
eral diseases as arterio-sclerosis, albuminuria, 
diabetes, tuberculosis, syphilis and focal infec- 
tions, and such specific eye diseases as cataract, 
simple glaucoma, choroiditis, glioma, retinitis 
pigmentosa, papillitis, optic atrophy, choked disc 
and many others are not usually accompanied 
either by pain, diminution of vision, or any 
other external symptoms, and are revealed only 
by a skillful ophthalmoscopic examination pref- 
erably made under a mydiatic. By this means, 
the presence of incipient disease which has mani- 
tested itself in no other way is not infrequently 
disclosed and at a time when treatment will still 
avail for its correction. 

The correction of strabismus requires a pro- 
found study and a clear comprehension of all the 
elements that enter into its etiology. This is, 
without doubt, one of the most difficult problems 
with which the ophthalmologist is confronted. 
It requires vastly more than an ability to refract, 
since many of these cases are in no wise due to 
refractive error, and even those cases which are 
amenable to such treatment require a full correc- 
tion. The full correction for a refractive error in 
a child cannot be determined with any degree 
of certainty without the use of a cycloplegic. 
Then, too, such refractions are often required at 
a very early age when it is impossible to obtain 
the co-operation of the child, and a careful, 
painstaking retinoscopy under a cycloplegic is 
the only means of ascertaining the proper cor- 
rection. 

In the past, of all the specialties of medicine, 
ophthalmology was unique. Every medical stu- 
dent in his own mind was either a potential sur- 
geon or internist, and as such, he felt the need 
of a diagnostic knowledge, at least, of all other 
specialties, because he realized that in practice 
his work would extend over into all other fields 
of medical practice save only ophthalmology. 
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Here he felt that he did not need even a diag- 
uostic knowledge since he would refer all eye 
cases to an oculist, and consequently he expended 
i minimum amount of time and energy on the 
courses in ophthalmology, with the result that 
when he entered practice he possessed little or 
vo knowledge of the requirements of a proper 
cphthalmic examination. 

Thanks to the advances in modern medical 
curricula, this situation no longer obtains and 
the courses in ophthalmology now require a thor- 
vugh grounding in the essentials of ophthalmic 
practice, including refraction, but it is left to 
the ophthalmological sections of the various 
medical societies to establish a closer relationship 
with the many medical practitioners who are 
apparently still unaware of the requirements of 
a proper eye examination. 

To quote Fishbein, “The practice of medicine 
1s considerably more than a profession or busi- 
ness. From its very nature, it is a powerful 
social agency for the upbuilding and uplifting 
of humanity. The desire to upbuild and uplift is 
inherent in every ethical physician who has a 
true appreciation of the real standing and impor- 
tance of his profession.” 

Why then should the public eyesight, involving 
as it does the most valuable sense organ in the 
human economy, be left to the ministration of, 
at best, indifferently qualified people, who know 
little or nothing of ophthalmoscopic findings in 


general diseases or of ocular diseases, who are 
not even permitted the use of drugs in their so- 
called examinations, and this, with the consent, 
if not the actual recommendation of enlightened 


hysicians, 

I might proceed to the citation of cases in 
which such recommendations were made and 
which resulted in partial or even total loss of 
vision through the inability of refractionists to 
recognize active eye diseases, since such instances 
are not infrequent in the practice of every 
ophthalmologist and especially in clinics, but 
time does not permit of such digression. Suffice 
it to say that far too many serious eye lesions 
result from the practice of fitting glasses to 
patients without a comprehensive eye examina- 
tion to ascertain the presence of incipient ocular 
pathology. 

A definite propaganda is just now being waged 
in medical circles to appraise the layman of the 
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advisability of regular physical examinations to 
determine the condition of his health. Surely, 
@ proper eye examination constitutes an impor. 
tant part of such procedure. It is not sufficient 
that he be referred to a refractionist for the cor- 
rection of visual error by the fitting of glasses, 
Eyesight conservation is becoming an increas- 
ingly important feature of modern ophthalmolo- 
gical practice. It concerns itself not alone with 
the care of ocular maladies after they have de- 
veloped, but with prevention as well. The ele. 
ment of paramount importance in prevention of 
loss of eyesight is a thorough examination of the 
eyes during the course of a general physical 
examination or as soon as the first symptoms 
become manifest. Such symptoms include evi- 
dence of eye strain as observed by the physician 
or by the school doctor or nurse, and demand a 
comprehensive eye examination during the course 
of which the eyes are refracted and glasses pre- 
scribed if needed. 

It devolves upon us as ophthalmologists to 
persuade our fellow practitioners that unless the 
patient be referred to an ophthalmologist quali- 
fied by a complete medical education and skilled 
in the use of the ophthalmescope for a compre- 
hensive medical examination of his eyes, the 
physician is not fulfilling his full duty to his 
patient, 

The field of medicine is constantly being in- 
vaded by cults and irregular practitioners of all 
descriptions, and these people frequently contrive 
to gain legislative recognition. I do not wish to 
be placed in the positien of an alarmist, for 
I am fully cognizant of the fact that throughout 
the ages cults have come and gone into innocuous 
clesuetude. 

The qualified physician has little to fear from 
such sources by comparison if he will bring his 
case before the intelligent public, but this de- 
mands publicity and such publicity should begiv 
within the ranks of the medical profession. 

Irregular practice of the healing art, if it has 
merit, tends to ultimate mergence into the regl- 
lar practice of medicine. Homeopathy, through 
forced increases in its requirements, has become 
so merged, and dentistry, through its increasing 
inclusion of the medical sciences in its currict- 
lum, is well on its way to the same end. (Optom- 
etry, with its demands for higher education®l 
requirements and ethical standards, is already 
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recognizing its need for greater medical knowl- 
edge and will, no doubt, ultimately reach the 


same goal, 

We, as ophthalmologists, already possessing a 
foundation of complete medical education and 
special training in ophthalmology, are not ful- 
filling our duty to the public. It is not enough 
to be good diagnosticians as well as good refrac- 
tionists. We must go further. It is our duty 
to so disseminate a knowledge of the require- 
ments of a comprehensive eye examination that 
every intelligent citizen will recognize the need 
for such examination and demand it from any 
man who essays the fitting of glasses to the 
human eye. 

The ophthalmological profession will welcome 
into its ranks any individual who will fulfill 
these requirements and measure up to the 
standard. 

In the foregoing paragraphs I have made an 
effort to set forth the situation as it now exists, 
together with the underlying causes. 

The keynote for the correction of this condi- 
tion is a campaign of education within the medi- 
cal profession and through the physician, educa- 
tion of the public by the dissemination of a 
knowledge of the requirements of a proper exam- 
ination of the eyes. 

Such blank statements as that physicians 
should refer their eve cases to oculists for refrac- 
tion, without giving definite reasons for so doing, 
are to no purpose. We must go out among our 
fellow practitioners in the branch and county 
medical societies and bring home to them the 
arguments for more comprehensive attention to 
the eyes. 

The Department of Health of the City of Chi- 
cago recently requested a statement as to why 
the eyes of school children should be refracted 
under a cycloplegic. A committee consisting of 
five ex-presidents of the Chicago Ophthalmo- 
logical Society compiled a reply, setting forth 
the reasons, and this was published in the Bulle- 
lin of the Chicago Medical Society. This was a 
constructive move in the right direction and 
might well be emulated in every community. 

The sentiments expressed at the Annual Con- 
gress on Medical Education and Licensure of the 
A.M. A. in February, indicated the imperative 
lecessity for greater unity of action within the 
profession, but no mention of ophthalmology or 
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its problems entered into the discussions. We 
are not a separate profession, but an integral 
part of the great medical organization, and as 
such, should take our place in its councils and 
obtain for ourselves the same co-operation and 
protection afforded to all other members. We 
are entitled to the whole-hearted support of the 
entire profession in combating not alone the in- 
sidious encroachments of men lacking the quali- 
fication of medical education, but also legislation 
inimical to the best interests of our patients, 
whom we are in duty bound to protect. We can 
only obtain such support by bringing ourselves 
in closer touch with our confreres. 

Legislative committees have their place in this 
endeavor and every ophthalmological society 
should have one to co-operate with the legislative 
committee of the State Society, on which we 
should also be represented. But it is not suffi- 
cient for the individual ophthalmologist to see 
that such committees are appointed and then sit 
back in smug complaisance and “let the commit- 
tee do it.” 

As Duane as so succinctly stated, “Hundreds 
cf physicians are sending their patients to optom- 
etrists simply because they do not recognize the 
cardinal fact that refraction and medicine are 
intimately interwoven and that the functions of 
the eve cannot be dissociated from the functions 
of the body in general. We must educate the 
physicians and the public as well by widely dif- 
fused, well-prepared information.” 

30 North Michigan Boulevard. 


DISCUSSION 


Dr. C. A. Hercules, Harvey: I have been very 
much interested in this paper, because I have been 
watching with considerable interest the movement on 
the part of some spectacle men working especially 
in New York, and it looks as though in Illinois 
there would be some bills introduced into the Gen- 
eral Assembly which would be in a measure inimical 
to our interests and the interests of the country at 
large. The optometrists were attempting to require 
certified eye-sight for automobile chauffeurs, train 
men and others, and I believe we ought to look into 
this, because I believe our Legislative Committee could 
do quite a good deal for us but I believe we will 
have to educate the general medical men to the fact 
that the oculist only is the man capable of making 
examinations of sufficient accuracy to have legal sanc- 
tion and it is to the interest of the medical profession 
as a whole to help better serve the public in an edu- 
cational and legislative way. 


Dr. John E. Koons, Chicago: This subject is very 
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interesting in view of the fact that all the other papers 
have been scientific. Dr. Buck’s correspondence with 
the Chicago Medical Society and the Chicago De- 
partment of Health are both instructive and educa- 
tional, and should be read carefully by all medical 
men. It appears that the general practitioner in some 
cases needs the education along the lines pointed out 
by Dr. Buck in his paper. There is a condition that 
obtains a great deal in Chicago, which needs remedy- 
ing, namely, the appreciable number of employers per- 
mitting spectacle peddlers to come in to their estab- 
lishments to examine and prescribe glasses without a 
proper ophthalmological examination. I have had sev- 
eral patients recently, who were examined in that way, 
that did not need glasses, but needed medical atten- 
tion to their eyes. The public are not gullible; educate 
them to the difference between the service of the 
oculist and others, and they will go to the oculist. 
The oculist should have more of the public consulting 
him when in need of glasses, and not only when 
they need medical attention to their eyes. Dr. Buck 
is to be congratulated in the way he has presented the 
facts in his paper, which should be given careful 
consideration by the medical profession. 

Dr. Robert Buck, Chicago (closing) : I have 
nothing more to say except to emphasize what I said 
before. I think the keynote to this situation is that 
the ophthalmologist must educate the general physi- 
cian. Unless we can convince the physicians of our 
position, we cannot expect to do much with the public. 
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Some years ago I happened to be resident phy- 
sician for some time in the children’s ward of 
a great charity institution. We had at that time 
cn the hospital staff some of the best orthopedic 
surgeons in the country, and everything from a 
surgical standpoint that could be done for chil- 
dren suffering from bone and joint tuberculosis 
was being done. The hygienic conditions, how- 
ever, were not satisfactory; the wards were over- 
crowded; there was not enough direct sunlight 
or fresh air; we did not have a violet ray appa- 
ratus; we did not have available the services of 
a trained dietitian or physiotherapist; the inter- 
nist and pediatrician were not seen in the ward 
as often as might be. In other words, the general 


*Read before a joint meeting of the Chicago Tuberculosis 
Society and the Chicago Orthopedic Club, December 15, 1927. 


ILLINOIS MEDICAL JOURNAL 


February, 1928 


care, including such vital considerations as rest, 
diet, heliotherapy left much to be desired. 

In many institutions since I have noted this 
same defect—that many of the factors that en- 
hance the skill of the orthopedic surgeon are 
lacking; that, on the other hand, in some insti- 
tutions which have splendid facilities for helio- 
therapy, hydrotherapy, etc., no proper provision 
is made for adequate service from the orthope- 
dic surgeon. The great desideratum should be 
to unite in one institution the skill of the ortho- 
pedic surgeon and the necessary personnel, appa- 
ratus and equipment to furnish all the adjuvant 
or helpful factors in the treatment of bone tuber- 
culosis. 

Recent work, both clinical and experimental, 
has demonstrated the very great importance of 
the feature of general care. Many men of con- 
siderable experience are today inclined to regard 
general care, with particular reference to the 
features of rest, diet, and heliotherapy, as having 
almost as important, if not quite as important a 
place in the treatment of bone and joint tuber- 
culosis as surgery. 

The x-ray specialist, the heliotherapist, the in- 
ternist, the pediatrician, the dietitian, each, in 
comparatively recent years, has had much to offer 
in the treatment of bone and joint tuberculosis, 
particularly in children. The orthopedic sur- 
geon of today realizes, better than any one else,-. 
the benefits conferred on his art by these special 
lines of research, and is glad to have at his dis- 
posal, whenever possible, all these adjuncts to 
surgical treatment. 

Rest, in the present state of our knowledge, is 
the single, most important therapeutic factor in 
the treatment of tuberculosis. Rest is equally 
important in all forms of tuberculosis, whether 
the term be applied to the diseased lung splinted 
by means of a pneumothorax, or to the diseased 
bone or joint splinted or placed at rest by ortho- 
pedic appliances, traction, etc. 

The objectives which we must have in mind 
in trying to gain the necessary degree of repose 
are clearly outlined. We cannot, however, al- 
ways reach them with entire satisfaction. The 
rest for the active case of bone or joint tubercu- 
losis should be as complete, as consistent, as con- 
tinuous (without injury to other tissues) as we 
can make it. It should be both general and local; 
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it should be psychical as well as physical, and 
should be patiently persisted in, if necessary, 
over a long period of time. 

We must, then, in applying the principles of 
rest to tuberculous processes of bone or joint, 
consider three elements—general physical rest, 
local rest, and psychic rest. 

The patient with an active bone lesion should 
be in bed, in a state of general relaxation. 
Everything should be done to keep him in such 
a state of general physical relaxation. This is 


the field in which the nurse or the attendant rela- 
tive must show her tact, kindliness, and perse- 


verance. 

Local rest will be cared for by suitable appa- 
ratus applied by the orthopedic surgeon and fre- 
quently inspected to insure that it is properly 
fulfilling its function. 

The third objective in the rest problem—psy- 
chie rest—-is frequently much more difficult of 
iulfillment than either of the other two. Psychic 
rest or mental quietude produced by proper psy- 
chology is an essential, and unless it be present 
there can be no complete or satisfactory body 
rest. This question of mental quietude is very 
important in young children or in children in- 
clined to be fretful. In walking through our 
present-day orthopedic wards, one is surprised 
to note how contented, happy, and still the little 
patients are. They rest easily, contentedly, re- 
main immobile for long periods of time on a 
Bradford frame or other orthopedic apparatus, 
and their restful attitude and lack of fretfulness 
are the best compliments offered to the training 
and skill of the physiotherapists or trained 
lurses, 

The child in the home can similarly be taught 
to relax, rest, and carry without complaint the 
load of its orthopedic apparatus. The mother 
or relative attendant can, with the advice and 
cooperation of the orthopedic surgeon, develop 
the same skill in the psychic management of the 
patient, 

How long should a patient rest? This is at 
times very difficult to decide. We can do no 
better than follow Rollier’s principle and allow 
ho patient out of bed until there is disappear- 
ance of all symptoms and signs, and until the 
‘tay shows that recalcification of bone has oc- 
curred, 
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Diet, the next subject to be discussed, is co- 
equal in importance with rest. Osler, that old 
master of medicine, years ago pronounced the 
dictum, “Feed the patient up, the tubercle ba- 
cilli will be taken care of.” 

In discussing the etiology and course of tuber- 
culosis we must, of course, take into considera- 
tion two factors—the Seed and the Soil. The 
seeds are the tubercle bacilli and since tubercu- 
losis is, of course, a disease of bacillary origin, 
there can be no disease without tubercle bacilli. 
The seed is today practically ubiquitous and the 
soil, the human body, shows varying degrees of 
resistance or susceptibility to this seed. 

As Osler states in his parable, “The Sower,” 
the condition of the ground on which the seed 
falls is important and the quality, quantity, and 
proportion of food has very much to do with the 
condition of the soil. I have a definite feeling 
that there are certain peculiar defects in the 
“soil” which increase this susceptibility to dis- 
ease. I have a feeling that frequently there is 
a lack of certain substances in the diet which 
weakens the chain of vital resistance and allows 
the germ to imbed itself and commence destruc- 
tion of tissue. It has been my frequent observa- 
tion that in children suffering with bone and 
other forms of tuberculosis there was a history 
of a diet poor, for instance, in calcium and phos- 
phorus, that the children in question were given 
very little such food as milk or the leafy vege- 
tables. 

Three well-balanced meals a day, given at the 
regular dining period, are the basis for the 
dietetic treatment of bone and joint as well as 
other forms of tuberculosis. Individualism is 
the keynote of success. The food should be of 
the kind that the patient likes or is accustomed 
to, of good quality and a little more in quantity, 
if possible, than the average healthy child or 
individual of similar physique will take. 

In addition to these primary diet conceptions 
the food should be rich in the various forms of 
vitamins, particularly the vitamins A and D. 
These vitamins A and D are especially useful 
in tuberculosis. Foodstuffs rich in vitamin A 
are such foods as kidney, beef heart, calves’ liver, 
sweetbreads, whole wheat bread, cream, milk, 
butter, cod liver oil, and eggs; such vegetables as 
beans, beets, onions, peas, potatoes, spinach, 
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tomatoes, cabbage, carrots, cauliflower, Brussels 
sprouts, and lentils, and such fruits as peaches, 
cranges, pears and plums. 

Foodstuffs rich in vitamin D are, first and 
most important, cod liver oil, which is very rich 
in the substance, then eggs, and such vegetables 
as lettuce, endive, and cress, and nuts of various 
kinds. 

The following menu, modified to suit the indi- 
vidual case, has been used by me for years with 


very excellent results: 


Soup: Cream or puree. 

Fish: Fresh cod, halibut, bass, boiled with cream sauce 
or broiled. Fresh lake fish, boiled or broiled. 

Meats: Chicken, turkey, lamb once daily. Small pieces of 


rare beef two or three times weekly. Calves’ liver two or 


three times weekly. 

Vegetables: All vegetables in abundance, especially carrots, 
lettuce, cabbage, string beans, tomatoes, and spinach. 

Cheese: Any mild variety. 

Desserts: Cream and egg desserts of all sorts, e.g. blanc 
mange, Bavarian cream, floating island, cup custard, junket, 
soft rice or bread pudding. Gelatine desserts made with little 
flavoring. Very little sugar in all desserts. Stewed soft fruits 
may be taken in good amounts, cooked with little sugar and 


are best taken with or after a meal—never before. Cream may 
usually be taken freely. Very little sugar. 
Fruits: Oranges, orange juice, lemon juice, grapefruit, 


raspberries, and apple sauce. 

Bread: Whole wheat. 

Butter: Fresh butter or salt butter freshened by working 
it over in fresh water. Six pats of butter daily. Two tea- 
spoonfuls of cod liven oil three times daily. 
Four glasses of 


Drinks: Cream, cocoa, milk, and water. 
milk daily, 
Cereals: Fine-grained varieties, well cooked, e.g., farina, 


wheatena, oatmeal, cream of wheat, etc. 
Eggs: In all forms, except fried. 
cach day im orange juice or in milk. 


This menu has three advantages that, in the 
first place, it is a mixed diet, unusually rich in 
vitamins. In the second place, it is a vitamin- 
rich diet that as regards most of the articles 
mentioned, is within reach of the average purse. 
In the third place, it contains many ingredients 
rich in both calcium and phosphorus, and, in 
addition, includes cod liver oil which has, as we 
know, a tendency to increase the absorption of 
calcium from the intestines. As regards the min- 


The yoiks of two eggs 


eral content of the foods mentioned, milk, 
cheese, eggs, oranges, and the leafy vegetables 


are quite rich in calcium. Liver, mutton, beef, 
fish, and oysters are quite rich in phosphorus. 

It is surprising to note how frequently, even 
in fairly well-to-do families, the diet is ill-bal- 
anced and consistently lacking in the proper 
amounts of practically, vitally necessary ingre- 
dients. 

The patient with bone or joint tuberculosis. 
unless he has or develops an idiosynerasy for it, 
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should take at least four glasses or a quart of 
milk daily. The milk should be taken slowly, 
preferably through a straw, and in small amounts 
at a time. If a patient states that he can not 
take raw milk, before we give up this important 
article of diet, we should try milk blended with 
other beverages, for instance, chocolate malted 
milk, eggnogs, etc., or in some instances the 
requisite amount of milk may be used in cook- 
ing. Cream and butter are rich in vitamins and 
have an important place in the diet. The child 
will soon become accustomed to the six pats of 
butter daily on his bread or potatoes, and will 
as a rule take it without demur. 

As regards cod liver oil, we try to insist that 
it be taken in one form or another in practically 
every case. If the pure oil is used, at least two 
teaspoonfuls should be taken three times a day. 
It may also be taken in the form of malt and 
cod liver oil, maltine and cod liver oil, or even 
in capsules. Much better than the capsules is 
a form of standardized tablet recently on the 
market, containing the extractive and vitamin 
element of cod liver oil. Many patients find it 
easy to take cod liver oil with orange juice. With 
the oil sandwiched in between two layers of the 
crange juice, much of the objectionable taste is 
removed and some patients take it quite easily. 

The main consideration is to assure one’s self 
that the patient receives a cod liver oil prepara- 
tion high in vitamin content. Pharmaceutical 
houses recently are devoting considerable 1 
search to the standardization of cod liver ail 
preparations according to definite vitamin col- 
tent. This is an interesting branch of study and 
probably will be still more productive of gool 
results in the near future. 

Cod liver oil, as stated, is particularly rich in 
vitamin D, and is one of the most potent, 0 
even the most potent, of the vitamin-rich foots 
Experiments during the past several years hav 
indicated that consequent on the taking of ¢! 
liver oil, caleium and phosphates, which are % 
essential in the healing of tuberculous lesion 
are taken up from the small bowel in marked 
increased quantities. For instance, Bergeitt’ 
finds in experiments reported in the Journal (/ 
Biological Chemistry in 1926, that animals give 
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70:35, 1926. The Absorption of Calcium and Phosphorus ‘ 
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cod liver oil showed a positive calcium balance 
throughout the intestines, and that the animals 
showed a considerable degree of calcium absorp- 
tion from the small intestine. 

According to Sherman,? the average calcium 
requirement is “.45 gram per day.” This cal- 


cium is taken into the body either in organic 
forms such as cereals, yolks of eggs, milk, leafy 
vegetables, or as inorganic salts chiefly in drink- 
mg waters as carbonates, sulphates, and phos- 


phates. 

The whole subject of calcium and phosphorus, 
metabolism and mineral balance in general is 
still wide open for discussion and offers a fruit- 
ful field for research. We must, however, try 
{o “guess our way” towards the maintenance of a 
calcium equilibrium and with this consideration 
we must, for the present, consider a calcium- 
rich diet an essential. In addition, we must 
include cod liver oil and other vitamin D rich 
foods which seem to favorably influence the ab- 
sorption of calcium and phosphates from the 
small bowel. Finally, we must not forget that 
treatment with the ultraviolet ray has a marked 
influence in increasing the absorption of these 
valuable substances, and this brings us to the 
consideration of our next principle in the treat- 
ment of bone and joint tuberculosis—Helio- 
therapy. 

Tuberculin. However, before coming to the 
subject of heliotherapy, it may be wise to say 
just a word concerning tuberculin in the treat- 
ment of bone and joint tuberculosis. Consider- 
able difference of opinion as to its efficacy in 
these conditions exists both amongst orthopedic 
surgeons and amongst clinicians. Some men, as 
Twinch,*® find that the period of treatment is 
much shortened and recovery more favorably 
established if tuberculin is used. Others show 
10 appreciable difference in the results and find 
that the type of case improving under tuberculin 
vould improve just as fast and just as perma- 
nently without tuberculin. 

If tuberculin is used it should be used with 
(aution and within a point of reaction, and, 


2. Sherman, H. C.: Minerat Elements in Nutrition with 
Special Reference to Calcium and Phosphorus. Am. J. Pub. 
Health, 14:513, 1924, 

3. Twinch, S, A.: Rational Treatment of Bone and Joint 
Tuberculosis. J. Orthop. Surg. V. 16, No. 9 p. 295, Septem- 
ber, 1918, 

Twinch, S. A. and Stahl, Alfred: Tuberculin in Bone and 
joint Tuberculosis, J. Orthop. Surg. March, 1930, 
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therefore, of tolerance. If a reaction unfortu- 
nately should occur, the next dose should be re- 
duced to one-tenth or even one-twentieth the 
amount. The tuberculin treatment should not 
be considered by any means a specific, and all 
other factors, both of local and constitutional 
treatment, should continue in force. 

Heliotherapy. We. have still very much to 
learn concerning heliotherapy. We know that 
it has certain influences on metabolism; that 
sunlight which is necessary in the processes of 
plant metabolism is, doubtless, just as necessary 
in many of the processes of animal metabolism ; 
that heliotherapy causes certain definite chemical 
changes within the body; that, for instance, it 
lends the body greater power in absorbing, 
through the intestinal tract, such essential sub- 
stances as calcium, phosphorus, ete.; that it in- 
creases the hemoglobin content of the red cells; 
that it has a very definite action on the skin, 
causing hyperemia, an increase in the sebaceous 
or sweat glands, and later, on successive dosage, 
pigmentation in various degrees. 

This is comparatively very little, and as a 
matter of fact, we must confess that we know 
very little indeed concerning the physiological 
effects of sunlight on the animal organism. We 
do know, however, empirically and as the result 
of years of experience at the hands of trained 
and careful men, that sunlight treatment under 
suitable conditions and under suitable supervi- 
sion, exerts a very favorable influence on many 
types of bone and joint tuberculosis. 

From personal observation and personal expe- 
rience extending over a period of some fourteen 
years, I can not help but feel that heliotherapy 
and that type of artificial light therapy which 
supplies an almost perfect reproduction of the 
ultraviolet and of the solar spectrum, has a defi- 
nite place in the treatment of extra-pulmonary 
tuberculosis, particularly tuberculosis of the 
bone. 

Psycho-Therapy and Sun Cure. How much 
auto-suggestion or psycho-therapy is involved in 
the sunlight treatment? Even the popular song 
writer has always emphasized the association of 
sunshine and happiness. Perhaps we can sum 
up the whole question in a quotation from Rol- 
lier :* “Anyone who has seen the splendor of a 


4. Rollier, A.: Heliotherapy, Oxford Medical Publications. 
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typical winter’s day in the Alps, with its bril- 
liant sunshine, and cold air, will realize what a 
stimulating effect it has.’ The sun is the sym- 
bol of hope and hope tends to happiness and 
cure. The old saying, “The hope of health re- 
turns with the sun,” explains, perhaps to some 
extent, the feeling of exhilaration and pleasure 
which we experience on a clear, sunshiny day. 

I am by no means trying to minimize the in- 
fluence of the sunlight per se. We must, how- 
ever, not lose track of the other adjuvant factors 
associated with “Sun Cure”—the good food, the 
beauty of a mountain climate, the association of 
children that tend to make each other happy 
(some laugh and make the others laugh), the 
influence of moving air striking the bare skin 
(which I will discuss later)—in other words, we 
have in “Sun Cure” under the best circumstances 
an entirely new environment with an association 
of new and powerfully influencing enviromental 
factors. 

The influence of moving air on the body, which 
I am convinced exerts a very favorable associ- 
ated influence, deserves a special word. We find 
in examining patients under heliotherapy that, 


as they go along the path towards recovery, they 
accumulate weight, that their tissues, in spite of 
inactivity, do not become soft and flabby, but 
develop a resistant, firm feel. This good muscle 
development and fine tissue tonus is apparently 
the result of the friction of moving air as it 


strikes the body. The physiological result of a 
cool breeze may be readily appreciated. It exer- 
cises, undoubtedly, a markedly tonic influence 
on the skin and superficial musculature and 
probably, at the same time, stimulates the nerv- 
ous system so that there is a tendency to good 
tonus in the muscles and superficial structure. 
This combined tonic influence of the moving 
breeze and sunlight is more marked at the higher 
altitudes. 

In addition to this tonic influence, it is also 
reasonable to suppose that the cooling of the sur- 
face of the body by the breeze does away, to some 
extent, with vascular congestion on the exposed 
surface, and allows of more penetration and ab- 
sorption of the necessary rays. This will be in 
line, of course, with the sunlight treatment of 
lupus, in which the best results are obtained after 
a “pressure anemia” is produced on the exposed 
surface. 
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To simulate the result of moving air, a ven- 
tilating or breeze-forming apparatus has been de. 
vised in connection with the sunlight apparatus, 
In the special apparatus for ultraviolet treat. 
ment being planned for the Spalding School for 
crippled children, we are paying particular atten. 
tion to this breeze-forming feature and we feel 
that the results will be unusually satisfactory, 
Another very important feature of this new ap- 
paratus is that by means of it thirty to fifty 
children may be treated at one time. The aé- 
vantage of this “mass treatment” is obvious. 

General Considerations. Sunlight treatment 
may, of course, be obtained in two ways. One, 
through the medium of the natural source—the 
sun; two, through the medium of apparatus for 
the production of so-called artificial sunlight. 

A few considerations first on the subject of 
direct sunlight. If the climate is suitable and 
we can have sufficient daily exposures all the 
year around, we may, of course, expect excellent 
results. In many parts of this country, hovw- 
ever, the yearly average of possible sunshine is 
less than 50 per cent. During December, Jan- 
uary and February, particularly, in certain dis 
tricts, we have little to expect from old Sol. 

On misty or cloudy days, the ultraviolet rays 
are largely or completely screened out, so that 
treatment by direct exposure is of little benefit. 
As a rule, in this country, we must depend o 
combined treatment, availing ourselves as much 
as possible of direct sunlight, and resorting to 
“artificial sunlight” when we believe that the 
amount of exposure otherwise would be insufi- 
cient, using also “artificial sunlight” for its 
greater concentration in the treatment of certai1 
local lesions. 

Apparatus for Artificial Sunlight. There are 
three types of apparatus for the production o 
“artificial sunlight” in common use in this coul- 
try. 

1. The mercury vapor lamp. 

2. The carbon arc light. 

3. The Tungsten filament ultraviolet lamp. 

Technic. The duration as well as the extell 
of exposure is of first importance. The dosag? 
of ultraviolet rays should be mathematical 
regulated according to a fixed scale. The sci! 
for exposure should be written out and handel 
to the nurse or attendant and followed with 
ligious precision. The one generally used 
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based on Rollier’s conception and has as its prin- 
ciple daily exposure of gradually increasing in- 
tensity. 

In certain seasons and on certain days, owing 
to cloudiness, and in cities on almost any day 
owing to dust, there is a screening out of a con- 
siderable percentage of the ultraviolet rays. 
Few climates can boast the clear, intense sun- 
shine of the Alps. The intensity of the sun- 
light varies, as said, from day to day, and this 
variant in the percentage of ultraviolet dosage 
present is one of our great problems. Quite re- 
cently an apparatus has been devised which will 
estimate, with a fair degree of accuracy, the in- 
tensity of the sunlight, or, in other words, the 
amount of ultraviolet or therapeutically potent 
rays present. This instrument will affect the 
scale directly in that it shows automatically to 
what degree the duration of exposure, as shown 
by the scale, should be shortened or lengthened 
cn a particular day or at a particular hour. This 
new apparatus, therefore, used in conjunction 
with Rollier’s scale, will enable us to regulate 
our heliotherapy dosage with a fair degree of 
precision. 

The Scale. On the first day, for instance, the 
feet only are exposed and for five minutes. This 
five minute exposure is given three times a day. 
On the second day, the feet are exposed for ten 
minutes and the legs below the knees for five 
minutes. This exposure again three times a day 
at about one or two hour intervals. On the third 
day the feet are exposed for fifteen minutes, the 
legs for ten minutes, and the thighs for five min- 
utes three times a day as before. The exposure 
is gradually increased until the whole body, ex- 
cept the head, is exposed to the sun for as long 
as two hours daily. 

A written chart or program should be handed 
the nurse or attendant, covering the exposure 
to be permitted over a certain period of time. 
An excellent idea of the form of this chart may 
be had by consulting the chart in Rollier’s* book, 
page 23, 

Hydrotherapy. Hydrotherapy also has its field 
in the treatment of bone tuberculosis. A sponge 
bath after the heliotherapy exposure is refreshing 
and stimulating. The cold or hot douche or 
shower also has its indications. 

Precautions. Even when using the scale, it is 
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essential that great caution be used. Some indi- 
viduals, particularly blondes, are quite suscepti- 
ble to the influence of sunlight and should be 
watched carefully. Extreme reddening, blister- 
ing or burning of the skin should be, by all 
means avoided. Constitutional symptoms such 
as considerably increased pulse rate, signs of diz- 
ziness, rise in temperature, nausea, or discom- 
fort, should be avoided, or if they do occur, pre- 
cautions should be taken against their recur- 
rence, Effects quite similar to the symptoms of 
« constitutional tuberculin reaction are occasion- 
ally noted. It should be the aim to cause a 
steady and gradual increase in pigmentation, 
from slight reddening to a light brown, darker 
brown, mahogany brown, and, finally, almost to 
a black. 

The sunlight treatment in bone tuberculosis 
should be administered only under the direct su- 
pervision of the orthopedic surgeon. Even 
though the orthopedic surgeon today has grown 
rather conservative in operative measures in bone 
tuberculosis, he must, nevertheless, be in close 
touch during the entire period of treatment in 
order to anticipate, prevent, or minimize possible 
deformity. Much can be done in this direction 
during certain stages of the disease; at other 
stages again the most favorable moment has 
passed, considerable damage has occurred, and, 
in comparison, but little can be done. Time, 
tide and the best moment for orthopedic inter- 
ference wait for no man. 

104 S. Michigan Ave. 





WHERE IS THE FAMILY DOCTOR AND 
WHAT IS THE MATTER WITH 
THE PUBLIC? 


S. J. MoNeIx1, M. D., 
CHICAGO 


Meditating over the advance of civilization the 
question arises “where is the family doctor ?” 
The answer would seem to be that he is gone 


almost beyond recall. His fall in popularity 
seems to have been a portion of the aftermath 
of the unparalleled rush of the advancement of 
science in all its branches, and promulgation of 
new theories, and along with this phenomenal 
growth of knowledge, a crop of tares, such as 
cults and quackeries of every conceivable brand. 
And the thought arises that perhaps theories and 
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aims have gone at too rapid a pace, and that in 
skipping by the highways and hedges we have 
become blind to the pitfalls and mistakes along 
the way. 

There was a time when the family physician, 
dressed in his frock coat and silk hat, driving a 
beautiful pair of dapple gray horses, came ma- 


jestically down the avenue, when it seemed as if 


the whole neighborhood ceased activity to pay 
homage to the honored gentleman and his pro- 
tession; he was their advisor, counselor and 
friend, holding sacredly their confidence. His 
human understanding seemed to draw him so 
near to the heart of the family that as I look 
back on this “word picture,” I cannot help but 
think how closely the portrayal is to the song 
of the Sunday Schools, “The Great Physician 
now is near.” The doctor would enter the home, 
revered and respected, his every wish and judg- 
ment acquiesced, for his advice and dictation 
was paramount and the family he was caring 
tor had all confidence in his ability as a doctot. 
No one would dare suggest ; there was no neigh- 
borly interference; the doctor’s word was law. If 
the doctor felt a consultant necessary he did the 
calling in of his colleague. If the nursing was 
more difficult than the family could manage, a 
nurse was obtained. She was an angel in dis- 
guise who cooperated with the doctor and helped 
dispel the woes and anxiety of the family and 
patient. When the patient was well and time 
for settlement at hand, the family felt it a privi- 
lege to pay such a just and honest debt, the bill 
for which was rendered at the end of the month. 
In due manner the settlement was made. In addi- 
tion to the doctor’s bill there was probably only 
the consultant’s fee and a weekly fee to the 
nurse of twenty-five dollars. Members of the 
family were life long friends of the doctor who 
had given of his time, knowledge, services and 
skill so wisely as to have made possible the re- 
covery of some dear one. This is the picture of 
“Way back when.” 

Now I shall try to portray a picture of today 
in the humorous words of the cartoonist of the 
Chicago Tribune, “Something ought to be done 
about this.” 

We must battle today for much in the every 
day life of the so-called general practitioner. If 
a patient needs attention the family doctor is 
called, examines and diagnoses. If the case 
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proves to be something of a serious nature with 
a consultation advisable, the family doctor’s 
wishes are not always respected in choice of a 
consultant. Relatives and neighbors step in and 
recommend “Doctor So and So,” who is a spe- 
cialist in “such and such” a disease. He may 
cooperate with the family doctor and he may be 
ethical, but the “professors” recommended by 
friends and neighbors is not always the honest, 
fraternal man who would be called if left to the 
discretion of the physician. Often the physician 
is told it will not be necessary for him to come 
again, that “Professor So and So” has taken the 
patient in charge. 

Picture yet another scene. Patient is suffer- 
ing from some intricate symptom. An internist 
is called. He recommends a surgeon. There 
may occur a throat involvement. Another bill 
is added by calling a nose and throat specialist; 
consultations and bills accumulate at such a 
rapid degree that the family are not only floored 
with the enormity of the expenses but often finan- 
cially embarrassed. Added to this are the 
nurses, whose fees at the present time for twelve 
hours of duty are such that only the wealthy can 
afford this comfort, without utter hardship re- 
sulting. 

The specialists must be paid for neighbor “So 
and So” recommended them. Nurses must be 
paid, this being an unwritten law. But, when 
the family physician renders his bill it is allowed 
te stand for “other expenses must be taken care 
of.” The excuse generally is “Oh well! Doctor 
has so many patients he will not miss our check. 
He looks prosperous, drives a nice car, family is 
well dressed, so we will just stand him off.” 
When the patient is well and looking at the world 
through “Rose Colored Glasses,” the family phy- 
sician and his bill of three or five dollars per call 
floats off into oblivion as far as this type of pz 
tient is concerned. The amount of the bill is 
vised up in postage and perhaps the account lost 
in the evolution of time. 

There is the patient who is always asking for 
a “Cut Rate,” and the “Extended Payment” plan 
patient. So the world goes on and with it the 
problem of the family doctor. 

In a few words of summary I am going t? 
state my theories or answers as to why more 
young men entering the field of medicine shy 
clear of being “A General Practitioner.” I fet! 
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that every interne leaving hospital schooling 
should enter the general field for from five to fif- 
teen years until there has been obtained a thor- 
ough and understanding knowledge of every 
phase of the anatomy and its eccentricities and 
not confine acquisition of knowledge to only one 
branch of the profession. Otherwise the young 
doctors are not only limiting their own knowl- 
edge to a very meager degree, but are helping to 
create some of the trials of the profession today, 
by having at every beck and call to consult with 
u specialist of some other part of the anatomy 
toreign to his own specialty. 

It would seem that the public itself and politics 
are responsible for much of the grievances of 
the profession today. Lack of respect for the 
profession is brought about by modern times. 
The doctor must be “Hail fellow well met,” and 
be addressed as “Hello Doc.” This condition 
it seems is all right until the bill is rendered and 
then the family or head of the house avoids the 
doctor at every turn for fear the subject of 
finances might be forthcoming. 

The cost of living is a hundred per cent higher 
now than it was in pre-war days. Taxes aro 
quadrupled. Medical protection is more greatly 
veeded by the doctor than at any time within 
history. Office rents are out of sight. New scien- 
tific appointments must be installed and the 
latest medical histories must be purchased. A 
high grade car is essential. Tires wear out. 
Gasoline must be bought. So, too, have the lay 
public their added expenses, but so often the 
luxuries are indulged in and little set aside for 
the proverbial “rainy day,” when illness enters 
the home and provision is lacking. Who suffers 
from the lack of thrift? The family doctor. 

Naturally according to the ethics of his pro- 
iession a physician will care for a sick man first 
and take care of his bill afterwards. This is all 
right for the sick man, and for humanity, but it 
is bad for the community and bad for the phy- 
sician and in the end bad for the sick man. Such 
& vicious circle naturally leads a competent man 
to abandon the field of family practice for that 
of the better cared for but only fifty per cent. as 
frequently necessary, “specialist.” 





Lady: Billy Sunday is marvelous. He has already 
converted thousands since he started preaching. 

Gent: He isn’t in it with Henry Ford. He shakes 
hell out of millions every day. 


SOCIETY PROCEEDINGS 147 


NO CONFLICT BETWEEN SCIENCE AND 
RELIGION 

“This much I can say with definiteness—namely, 
that there is no scientific basis for the denial of re- 
ligion—nor is there in my judgment any excuse for a 
conflict between science and religion, for their fields 
are entirely different. Men who know very little of 
science and men who know very little of religion do 
indeed get to quarreling, and the onlookers imagine 
that there is a conflict between science and religion, 
whereas the conflict is only between two different 
species of ignorance.”—Robert A. Millikan (Collier's). 





VALUE OF WALKING 

Wood and Dansdill (By-Ways to Health, 1925) say 
that walking simply for health is monotonous, un- 
interesting and often defeats the purpose for which 
it is taken. Walking which leads to a wholesome 
interest in other things helps to build the body mind 
and spirit; helps to make of them that which is effi- 
cient, worth while and prepared. Walking is not a 
panacea for all ills, a harbor for all times of stress. 
But so far as exercise can help to cure or to comfort, 
walking holds for many individuals a measure heaped 
up and running over. 





TOO MUCH FOR SAM 

“Mandy, honey, whar yo’ all gwine?” questioned 
Sam. 

“Oh, ahs jus’ gine down yeah to de photo place to 
get mah miniatuah painted!” 

Sam scowled disapprovingly. “Now, Mandy, look 
yeah,” said he, “Yo’ all am come to de limit an’ ah 
ain’t gwuine stan’ fo’ no moh such doins. Fust off, 
yo’ went to paintin’ yo cheeks an’ ah stood fo’ dat. 
Den yo’ painted yo’ lips, and ah didn’t say nuffin.’ Den 
yo’ paint yo’ knees. But ah’ll be dawg-gone if ahs 
gwine stan’ yo’ habbin’ yo’ miniatuah painted.”—Col- 
legiate Wit. 





Dentist—What kind of filling do you want in your 
tooth, son? 
Boy—Chocolate, doctor—Med. Life. 





Society Proceedings 


ADAMS COUNTY 

January 7, 1928, was the regular monthly meet- 
ing of the Council, held at noon at the Elks’ Club, 
and all of the members of the Council were present, 
Drs. Baker, Cohen, Ericson, McReynolds, Swanberg 
and Irwin. 

A motion was carried that the minutes of the 
December council and annual business meeting be 
approved as published in the BuLLETIN, The prob- 
ability of the American College of Surgeons holding 
its state meeting in Quincy this fall was discussed, 
and inasmuch as the completion of the new addi- 
tions to the hospitals by that time was quite uncer- 
tain, a motion was carried that the Secretary be 
instructed to write the American College of Sur- 
geons requesting that the meeting not be held this 
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year in Quincy, due to the fact that we would like 


to have them visit Quincy when they would have 
an opportunity to inspect the completed hospitals. 
Dr, Center brought up the advisability of this Coun- 
cillor District holding a meeting in Quincy and 
stated it would be very desirable if this could be 
arranged in connection with some Adams County 
Medical Society affair. The Secretary made a mo- 
tion that the society cooperate with our Councillor 
in regard to a Councillor District meeting, this to 
be held in connection with our annual picnic next 
June. Seconded and carried. The Secretary then 
presented a »roposition whereby the Adams County 
Medical Society could assist its membership in the 
matter of professional collections. This would in no 
way interfere with the splendid work the Associated 
Credit Bureau is doing to furnish credit information. 
A motion was carried endorsing the proposition and 
recommending it to the society for adoption. Dr. 
Baker invited the Council to meet at his home at 
its next monthly meeting on the Friday evening pre- 
ceding the day of our scientific meeting. 

The meeting adjourned at about 1:45 P. M. 

January 11, 1928, the annual social meeting of the 
society held at the Elks’ Club at 7:45 P. M., was 
attended by members with their wives and _ visitors 
to the number of 55. The meeting was in charge of 
the Entertainment Committee, consisting of Drs. 
Grant Irwin, chairman, Warren Pearce and Earl 
Caddick. At the conclusion of the dinner Dr. Irwin 
made a few remarks and then called upon the Presi- 
dent of the Society, Dr. W. H. Baker. Dr. Baker 
asked for expressions from Dr. D. M. Knapp and 
Mrs. Nettie McReynolds, both of whom responded 
in a delightful manner. This was followed by danc- 
ing and cards, the Malambri Orchestra furnishing 
the music. Adjournment was not made until mid- 
night and everyone present expressed themselves as 
highly delighted with the evening's entertainment. 

Harotp Swanperc, M. D., 


Secretary. 


CHRISTIAN COUNTY 

The Christian County Medical Society met in reg- 
ular session at the Country Club of Taylorville. 
January 17, with about half of all the physicians of 
the county present at this meeting. 

After a good dinner the business part of the pro- 
gram included the election of officers for the new 
vear, which resulted as follows: 

Dr. W. H. Mercer of Taylorville, president: Dr 
Louie H. Miller of Pana, vice-president; Dr. D. D. 
Barr of Taylorville, secretary-treasurer; legal com- 
mittee, Dr. J. N. Nelms of Taylorville: public health 
committee, Drs. J. F. Miller of Palmer and W. H. 
Mercer, Taylorville; censors, Drs. Lawler, Mercer 
and Nelms of Taylorville; delegate, Dr. G. L. Arm- 
strong, and alternate, T. A. Lawler, each of Tavylor- 
ville, 

Dr. Lowell D. Snorf of Chicago was the speaker 
of the evening and he gave a fine lecture on “Treat- 
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ment of Ulcers of the Stomach and Duodenum,” 
and many were the questions and comments on hi 
address. After the discussion Dr. Snorf was elected 
associate member of our society, as an appreciation 
of his effort to give up his time and talents in this 
address. 

Dr. T. A. Coyne of Assumption was elected to 
membership. 

D. D. Barr, Secretary. 


COOK COUNTY 
CHICAGO MEDICAL SOCIETY 
Regular Meeting, January 4, 1928 
Medical & Dental Arts Building, Fifth Floor 
8:30 P. M. 
Telephone Central 3026 

1. Toxemias of Pregnancy—John QO. Polak, Brook- 
lyn, N. Y. 

Discussion—Jos. B. DeLee, David S. 
Sproat Heaney, Joseph L. Baer. 

2. What the X-Ray Picture Tells Us in Case of 
Syphilitic Diseases of Visceral Organs—Franz 
Groedel, Bad Nauheim, Germany. 

Regular Meeting, January 11, 1928 

1. The Dietetic Control of Obesity—Robert Keeton. 
Discussion—Wm. H. Welker, Prof. of Physiolog- 

ical Chemistry, University of Illinois. 

2 The Early Diagnosis and Prognosis of Carcinoma 
of the Uterus—Henry Schmitz. 
Discussion—Carey Culbertson. 

Joint Meeting Chicago Medical Society and Jackson 

Park Branch, January 18, 1928 ‘ 

1. Investigation of the Sterile Couple—Irving F. 
Stein. 

Discussion—Victor Lespinasse. 

2. Cardio-Vascular Syphilis—Chas. L. Mix. 
Discussion—A. A. Goldsmith. 

Symposium on Psychoneuroses: Their Nature, Causa- 
tion, Diagnosis and Principles of Treatinent, 

January 25, 1928 

1. Hysteria—Hugh T. Patrick. 

2. Anxiety Neurosis—Meyer Solomon. 

Pollock, Ralph C. 


Hiilis, N. 


Discussion—Lewis J. Hamill. 


IROQUOIS COUNTY 

The Iroquois County Medical Society met in reg- 
ular session at the Iroquois Hospital, Watseka. 
Dinner was served at six o'clock. The tables were 
appropriately decorated with the idea of the Christ- 
mast season and everything served appetizingly by 
Miss Johnson, the Superintendent. 

Invitation had been extended to the Ford County 
Society to meet with us, put on the program, and 
partake of our eats. 

President Gibson called the meeting to order. 
There were no minutes of the previous meeting, as 
that meeting had been devoted to the Annual Health 
Examination of the members by its members. 

Dr. Boshell of Melvin was introduced as_ the 
speaker of the evening, who read a very interesting 
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paper on “Influenza.” This brought on considerable 
discussion, led by Dr. Kelsheimer of Paxton and 
joined by practically every member present. Dr. 
Boshell closed the discussion. 

By motion duly made and seconded a vote of 
thanks was extended the speaker and visiting Ford 
members for their program. 

Election of officers for the ensuing year was then 
taken up and following members elected unani- 
mously: 

President, Dr. J. L. Shawl, Onarga; vice-president, 
Dr. F. A. Johnson, Onarga; secretary and treasurer, 
Dr. C. H. Dowsett, Wateska; cencor, three years, 
Dr. G. W. Ross, Watseka. 

Motion made and duly seconded that dues be 
raised to $12.00. Carried unanimously. Meeting 
adjourned. 

C. H. Dowsetrt, Secretary. 


WARREN COUNTY 


The regular meeting of the Warren County Med- 
ical Society was held in Monmouth at the Elks Club 
on Thursday, January 12, 1928. The meeting began 
at 3:30 p. m. with the following program: 

Dr. Henry E. Irish, Associate Professor of Pedi- 
atrics, University of Illinois School of Medicine, 
Chicago, talked on “The Prevention of Heart Dis- 
ease in Children.” This was a very interesting talk, 
covering the subject thoroughly, and received an 
interesting discussion. 

Dr. Charles M. McKenna, Professor of Genito- 
Urinary Surgery, University of Illinois School of 
Medicine, Chicago, gave an illustrated talk on 
“Renal Tuberculosis. Dr. McKenna had many un- 
usually interesting slides to illustrate the many 
features and complications of this interesting con- 
dition. 

The third speaker was Dr. Aaron Arkin of Chi- 
cago, who talked on the “Differential Diagnosis of 
Respiratory Diseases.” This was also illustrated 
with many interesting slides on the subject. Dr. 
Arkin spent several years in intensive work in Vi- 
enna, and many of the slides were made from cases 
seen in the hospitals in that city. 

Dinner was served to the members and guests at 
6:30 p. m. and a short dinner program was arranged 
by Dr. Harold M. Camp, who acted as toastmaster. 

The regular election of officers was held, and 
Dr. H. S. Zimmerman of Cameron was elected 
President, and Dr. Chas. P. Blair of Monmouth was 
re-elected Secretary and Treasurer. 

The Warren County Medical Society has the 
unique distinction of having in its membership every 
practicing physician in the county, and all but two 
Were present at the meeting. 

The total attendance at this meeting was 85, al- 
though weather and road conditions were not at all 
favorable. Quite a number of visitors came one 
hundred miles or more to attend the meeting. 

Plans are now being made for the Annual Tri- 
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County (Warren-Knox-Henry) Society Meeting which 

will be held in Monmouth next Fall. It is planned to 

make this biggest meeting of its kind that has ever 

been held in Illinois. 

CuHartes P. Brair, M. D., 
Secretary. 


WINNEBAGO COUNTY 

The election of officers of the Winnebago County 
Medical Society for 1928 resulted as follows: Presi- 
dent, Dr. W. L. Crawford; vice-president, Dr. John 
Jorter; secretary and treasurer, Dr. King G. Wood- 
ward; censors, Drs. E. E. Ochsner, H. R. Wormley 
and Warren Ives; delegates, Drs. Edw. Weld and 
T. H. Culhane; alternate delegates, Drs. Arthur 
Pearman and King Woodward; medical adviser, Dr. 
Daniel Lichty. 

We also have established our own Credit Rating 
and Collection Bureau which is controlled by the 
Medical Society. 

Kinc G. Woopwarp, 
Secretary. 





Marriages 


AvuGcust HEeNry Arp, Moline, Il, to Miss Elsa 
Mauritzson of Rock Island, Dec. 26, 1927. 

CrarLes EMErson Sovie to Mrs. Opal Fern 
Fry Cameron, both of Beardstown, IIl., Nov. 22, 
1927. 


Personals 


Dr, Casey A. Wood has been elected to life 
membership in the American Academy of Oph- 


thalmology and Otolaryngology. 

Dr. Lewis C. Messner, Potomac, celebrated his 
eighty-third birthday, recently, with a dinner at 
his home attended by about sixty friends. 

Dr. Clayton E. Woodward has been named 
president of the staff of the Decatur and Macon 
County Hospital, Decatur, for the ensuing year. 

Dr. Carl A. Hedblom addressed the Chicago 
Society of Industrial Medicine and Surgery, Jan- 
uary 9, on “Traumatic Surgery of the Thorax.” 

Dr. Charles E. Shultz has tendered his resig- 
nation as city health director of Bloomington in 
order to accept the superintendency of Fairview 
Sanatorium. 

Dr. Charles A. Elliott, Vice President of the 
American Medical Association, has been ap- 
pointed a member of the board of governors of 
the Northwestern University Foundation. 

The Chicago Laryngological and Otological 
Society was addressed, January 9, by Dr. Joseph 
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CU. Beck on “Management of Malignant Diseases 
in Otolaryngology.” 

Dr. Sam A. Thompson, Mount Vernon, was 
elected president of the Association of Surgeons 
of the Chicago and Eastern Illinois Railroad at 
a meeting in Chicago in December. 

Dr. Rudolph W. Holmes has informed the sec- 
retary of the Chicago Medical Society that he 
is retiring from practice; the council of the so- 
ciety voted to place Dr. Holmes on the retired 
membership list. 

About 100 physicians of Peoria and surround- 
ing cities gave a dinner, recently, in honor of the 
sixtieth birthday of Dr. Clifford U. Collins, 
Peoria. 

Dr. Ludvig Hektoen addressed the thirty- 
eighth annual meeting of the Visiting Nurses 
Association of Chicago, January 17, at the Black- 
stone Hotel, on “Infantile Paralysis.” 

Dr. Arthur R. Metz has been appointed chief 
surgeon of the Chicago, Milwaukee and St. Paul 
Railway to succeed the late Dr. Benjamin F. 
Lounsbury and will have jurisdiction east of the 
Missouri River. 

Dr. Irving S. Cutter, dean, Northwestern Uni- 
versity Medical School, addressed the Chicago 
Library Club, January 12, on “How to Live to 
Be a Hundred’; Mr. Theodore W. Koch, Evan- 
ston, read his translation of Georges Duhamel’s 
“Letter on the Sick.” 

Dr. Stuart Pritchard, Battle Creek, Mich., ad- 
dressed the Chicago Tuberculosis Society, Jan- 
uary 19, on “Thoracic Pain,” and Drs. Carl A. 
Hedblom, Minas Joannides and Samuel D. Ros- 
enthal on “Experimental Aspiratory Abscess of 
the Lung in the Dog.” 

Prof. Arthur H. Compton, Ph.D., recent No- 
bel Prize winner, was guest of honor at a faculty 
dinner at the University of Chicago, January 12; 
Dr. Compton is a member of the Council on 
Physical Therapy of the American Medical As- 
sociation. 

At the official opening of the Eastern Lllinois 
Memorial Sanatorium, Urbana, recently, Dr. 
Charles A. Elliott, professor of medicine, North- 
western University Medical School, Chicago, and 
vice-president of the American Medical Associa- 
tion, gave an address on progress in medicine. 

Dr. Jacob C. Kraft, Chicago, gave a clinic for 
deficient children at St. Mary’s Hospital, East 
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St. Louis, January 12, under the auspices of 
the St. Clair County Medical Society, and Dr, 
Lewis W. Bremerman, Chicago, addressed the 
society in the evening at a banquet. 

Dr. Peter Kronfeld has received the first re- 
search appointment under the Kuppenheimer 
Foundation at the University of Chicago, where 
he has been appointed assistant professor of oph- 
thalmology. According to Science, Dr. Kronfeld 
until recently was an assistant in the eye clinic of 
Prof. Josef Muller, Vienna. 

Dr. Oscar C. Breitenbach of Waukegan ad- 
dressed the Indiana Academy of Ophthalmology 
and Otolaryngology at their semi-annual meet- 
ing in Fort Wayne last month on “Surgical 
Principles and Their Adaptation to Sinus Path- 
ology. 





News Notes 


The Boston Medical and Surgical Journal will 
celebrate the 100th anniversary of its first issue 
with a dinner at Hotel Somerset, Boston, Feb- 
ruary 18. 


—A Conference on Rheumatic Diseases is to 
be held at Bath, England, on Thursday and 
Friday, May 10 and 11, 1928. Sir George New- 
man, Chief Medical Officer of the British Min- 
istry of Health, has kindly consented to act as 
President of the Conference. There will be 
three Sessions: (1) Social Aspects, presided over 
by Lord Dawson of Penn, Physician to H. M. 
King George; (2) Causation, presided over by 
Sir Humphry Rolleston, (Regius Professor of 
Physic, University of Cambridge), and (3) 
Treatment presided over by Sir E. Farquhar 
Buzzard (Regius Professor of Medicine, Univer- 
sity of Oxford). The local Hon. Medical See- 
retary is Dr. Vincent Coates, 10, Circus, Bath, 
England. 

—“The Hebrew Physician,’ (HaRofeh Ho- 
Ivree), the only medical journal published out 
side of Palestine which is written in Hebrew, 
has just made its initial appearance. 

This Journal is under the editorship of Dr. 
Moses Einhorn and Dr. A. Goldenstein. It con- 
tains articles on general medical subjects and 
has a special section devoted to new Hebrew 
medical terminology. All physicians who are 
interested in this journal are requested to com- 
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municate with the editors, addressing them c/o 
“The Hebrew Physician,” 286 West 86th St., 
New York City. 

—The Abbott Laboratories, North Chicago, 
I]]., announce the purchase of John T. Milliken 
& Company of St. Louis. 

The Milliken Company was established in 
1894 by John T. Milliken to manufacture a com- 
plete line of pharmaceutical products. On the 
death of Mr. Milliken in 1921, the business was 
taken over by the trustees of the estate and John 
D. Gillis was elected president. Since that time, 
the company has expanded its line of specialties 
and extended its business throughout the south, 
also into some portions of the middle west. 

Dr. Alfred S. Burdick, president of the Abbott 
Laboratories, states that the Milliken business 
will be continued at St. Louis for the present 
with no changes in personnel. It will be oper- 
ated as a branch of the Abbott Laboratories, simi- 
lar to the Dermatological Research Laboratories, 
which was purchased by Abbott in 1922. 

The annual midwinter meeting and clinic of 
the Chicago Dental Society was held at the 
Drake Hotel, January 24-26. 


—The Chicago League for the Hard of Hear- 
ing celebrated the twelfth anniversary of the 
founding of the league with a reception at Re- 
cital Hall, January 18. 


—Mrs. Lucy Hagenow was sentenced by 
Judge Feinberg to fourteen years in the state 
penitentiary, January 14, it is reported, for mur- 
der by a criminal operation. 


—During the year 1927, St. Francis’ Hospital, 
Evanston, increased its capacity by fifteen beds, 
making the total now 225, and opened a chil- 
dren’s ward, an emergency ward and a nurses’ 
home. 


—The Chicago Eye, Ear, Nose and Throat 
College opened its new ten-story fire-proof build- 
ing at 231 West Washington Street, January 17; 
it is designed to accommodate seventy-five pa- 
llents, 


~—The Chicago Surgical Society held its clini- 
‘al meeting, January 6, at the Presbyterian Hos- 
pital, and the scientific program at the American 
College of Surgeons in the evening; among 
others, Dr. Arthur Dean Bevan spoke on “Sur- 
gery of the Spleen,” and Dr. Edmund Andrews 
in “Newer Aspects of Liver Disease.” 


NOTES 151 


—Dr. Frank Billings has been elected presi- 
dent of the McCormick Institute for Infectious 
Diseases, and Dr. James B. Herrick, vice presi- 
dent. Dr. Ludvig Hektoen is secretary; during 
the coming year, the principal subject for re- 
search at the institute will be infantile paralysis. 


—At the annual meeting of the Chicago Heart 
Association, January 20, Dr. William St. Law- 
rence, chief of the children’s cardiac clinic, St. 
Luke’s Hospital, New York, gave an address on 
“Nature of Heart Failure and the Problem of 
Exercise of Children with Heart Diseases.” 


—At a meeting of the Chicago Neurological 
Society at the Drake Hotel, January 19, Dr. 
Hugh T. Patrick read a paper on “Recurrent 
Attacks Other Than Migraime and Infantile 
Convulsions Preceding True Epilepsy,” and Drs. 
Roy Grinker and Richard A. Lifvendahl] on 
“Study of Cerebral Tuberculomas.” 


—Dr. Joseph B. De Lee presented a motion 
picture obstetric case report—hydrocephalus in 
labor—before the Chicago Gynecological Society, 
January 20; Dr. Henry Schmitz read a paper 
on “Diagnosis and Treatment of Sterility Due 
ta the Closure of the Uterine Tubes,” and Dr. 
T'rederick H. Falls discussed “Intra-Uterine 
Diagnosis of Monstrosities.” 


—Mr. and Mrs. Albert D. Lasker have given 
to the University of Chicago an endowment fund 
of $1,000,000 for medical research to be directed 
toward establishing the causes, nature and pre- 
vention and cure of the degenerative diseases. 
President Mason in announcing the gift said 
that this concentration of research energy will 
constitute a unit attack on the diseases of men 
and women of middle age when their intelligence 
is at the highest and their value to the com- 
munity is greatest. The institution which the 
gift establishes will be known as the Tasker 
Foundation for Medical Research. The Lasker 
endowment brings the sum of the donations in 
the history of the University of Chicago School 
of Medicine to more than $25,000,000, 


—The Southern Illinois Medical Association 
gave a testimonial dinner at Cairo, December 14, 
te celebrate the completion of fifty years in the 
practice of medicine by Dr. William F. Grin- 
stead. The toastmaster, Dr. Andy Hall, Mount 
Vernon, presented to the guest of honor a silver 
ioving cup on hehalf of the Association and a 
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copy of the guest list bound in leather. In addi- 
letters of congratulation 
from distant places were read. The speakers in- 
cluded Drs. Jonathan L. Wiggins, East St. 
Louis; Roland Hill, St. Louis; G. Henry Mundt, 
Chicago, president of the Illinois State Medical 
Congressman Ralph Bailey, Sikeston, 
Mo., and Albert Watson, Mount Vernon. 
Practically member of the Alexander 
County Medical Society was present, as well as 


tion, telegrams and 


Society ; 
Judge 
every 


friends from other organizations, 





Deaths 


Kpwin SAWYER ANTISDALE, Chicago; University of 
Medical School, Ann Arbor, 1890; aged 
January 1, of ulcerative, rheumatic endo- 


Michigan 
66; died, 
carditis. 
University of Vermont 
1882; a Fellow 
of cerebral 


Chicago; 
Medicine, Burlington, 
died, December 14, 


Grorce E. Bass, 
College of 
A. M. A.; 


hemorrhage. 


aged 72, 


Medical 


-; member 


Chicago; Rush 
a Fellow A. M. A 
Academy of Ophthalmology and 
instructor in laryngol- 
College of Physicians 


ZEPHER BERGERON, 
1889: 


Joseru 
Chicago, 
of the American 
Oto-Laryngology; 
ogy, rhinology and otology, 
and Surgeons, Chicago; attending otolaryngologist 
and rhinologist to St. Joseph’s Hospital; aged 63; 
Dec. 20, 1927, of 


College, 


formerly 


died, thrombosis and 


angina pectoris, 


coronary 


FRANCIS Bascom BuLLarp, Mount Pulaski, IIL; 


Rush Medical College, Chicago, 1878; aged 77; died, 
January 2, of heart disease. 

University of IIli- 
1912; a Fellow 


Joseru Dwyer, Chicago; 
Medicine, Chicago, 
associate in dermatology, Loyola Univer- 
served during the 


HARRY 
nois College of 
A. M. A.; 
sity School of Medicine, Chicago; 
World War; attending dermatologist and syphilol- 
ogist to the Mercy Hospital; aged 38; died, Dec. 16, 
1927, at his home in Oak Park. 

Mitton S. Greene, Mill Shoals, 

Ind., 
November, 1927 


Ill.; Medical Col- 
formerly a druggist: 
. Of paralysis and 


Evansville, 1881; 
1; died, in 


nephritis. 


lege of 
5 


aged 2 


Medical Department ot 
the University of the New York, 
Fellow A. M. A.: Rush Medical College, Chicago, 
1895; professor emeritus of nervous and mental dis- 
University Medical School; 
Neuropsychiatric Associa- 


Jutius Grinker, Chicago; 


City of 1891; a 


Northwestern 
the Central 
of the House of Delegates of the 
American Medical Association, 1907; attending neu- 
rologist at the Wesley Memorial, South Shore and 
Washington Park hospitals; consulting neurologist 
at the Illinois Masonic Hospital, Chicago, and the 
Cook County Infirmary, Oak Forest; 


cases, 
member of 


tion; member 


formerly on 
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the staff of the Cook County Hospital; aged 60; 
died, January 11, at the Michael Reese Hospital, of 
carcinoma of the pancreas. 


Electrie 
aged 88; died, 


MicnarL V. HurrmMan, Galesburg, IIl.; 
Medical Institute, Cincinnati, 1870; 
Dec. 24, 1927, of chronic myocarditis. 


STEPHEN FRANCIS KuBaa, Chicago; University of 
Texas School of Medicine, Galveston, 1910; member 
of the Illinois State Medical Society; aged 49; was © 
found dead, January 2, of heart disease and arte © 
riosclerosis. 


BENJAMIN L. MAIENTHAL, Decatur, IIl.; University ~ 
of Louisville (Ky.) School of Medicine, 1891; a} 
Fellow A. M. A.; formerly on the staff of the De- 
catur and Macon County Hospital; aged 57; died, 
Dec. 19, 1927, at Memphis, Tenn., of diabetes mel- 
angina pectoris and bronchopneumonia. 


LutHER Howarp MALoney, Savanna, III.; Hahne- 
mann Medical College and Hospital, Chicago, 1884; — 
aged 69; died, August 10, of carcinoma of the stom- § 
ach. 


litus, 


Herpert ARTHUR PARKYN, Chicago; Queen’s Uni- 
versity Faculty of Medicine, Kingston, Ont., Canada, | 
1892; aged 57; died, Dec. 22, 1927, at his home in 7 
Highland Park, Ill., of pneumonia. 


Frep ArtHuR VAN Arspacre, Chicago; Harvey Med- > 
ical College, Chicago, 1902; aged 60; died, December 
19, at St. Bernard’s Hospital, of 
and cerebral hemorrhage. 


chronic nephritis 


CuiiFForD EVAN VAN SLYKE, Mount Greenwood, IIL; 7 
Loyola University School of Medicine, Chicago, 
1916; A. M. A.; on the staff of the Rose 7 
land Community Hospital, Chicago, and the Stj 
Francis Hospital, Blue Island, Dee. 7 
16, 1927, of pneumonia, 


a Fellow 


where he died, 


SIWNEY WALKER, Chicago; University of Tennessee 
College of Medicine, Memphis, 1884; aged 71; died? 
December 19, at his winter home in New Orleans? 
of myocarditis. 

Ciarence Lewis Watton, Cuba, Ill; Chicago Cok 
lege of Medicine and Surgery, 1914: member of the 
'Iinois State Medical Society; aged 43; died, Det 
27, 1927, at the Graham Hospital, Canton, of pnet 
monia. 

Medical’ 
Dec. %& 


WALLACE, Indiana 
College, Indianapolis, 1877: aged 71; died, 
1927, of acute bronchitis and myocarditis. 

Deceert Harrison Lairp. Chicaga; Rush Medical 
College, Chicago, 1911; a Fellow A. M. A.; aged 39] 
died, Dec. 31, 1927, of heart disease and chronit 
nephritis. 


Paut Emmett GreeNLeEAF, Bloomington, IIL; Unk’ 
versity of Louisville (Ky.) School of Medicine, 190%) 
a Fellow A. M. A.; served during the World Wart 
aged 42; died, Dec. 22, 1927, of cerebral hemorrhage 
and heart disease. 


GeorGE B, Chicago; 
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